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Hospital Progress and Its Chief Victims— 
Hospital Administrators 


THE VERY REVEREND MICHAEL J. O'CONNELL, C.M., S.T.D. 


those who, in the midst of the limelight, cap- 

ture the public eye. They have a flair, con- 
scious or unconscious, for making themselves con- 
spicuous, and perhaps, by their self-satisfied at- 
titude, drawing to themselves the major portion 
of the credit for the success of any movement. 


l' every movement of human progress there are 


There is always as well a large proportion of the 
mass who take for granted, and without the bat- 
ting of an eye, the progress that has been made, 
the improvements that have been introduced 
chiefly for their benefit. Grown blasé by the rapid 
pace of the industries that cater to the creature- 
comforts, and by the great strides in science, they 
would be surprised at the thought that they might 
be expected to be pleased or to manifest their 
pleasure. 


In between those in the forefront, who are able 
at suggestion, and the multitude, who are the 
beneficiaries of these suggestions, is a third class. 


_ Presented at the Texas Hospital Association Convention, 
Dallas, Texas, February, 1941. 
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This is the group of organizers who, like staff- 
officers, take over the suggestions, the wishes, the 
commands of others—no matter how utterly un- 
feasible they may seem, and, by the sweat of their 
brows, by ingenuity and frequently by pure 
genius, work the miracles that make orderly prog- 
ress a thing to be taken for granted. They are 
the victims of the system that is in vogue and, 
to the best of my knowledge, has been in vogue 
since the beginning of time. They are not con- 
fined to any one age or national group; they are 
to be found in every large organization, and fre- 
quently in the smallest. Theirs is seldom or never 
a position of prominence. Little or no credit for 
success accrues to them personally, but the “scape- 
goat” of old had a relatively easy time of it com- 
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pared with them if there is failure or only partial 
success. The goat died, and his troubles were 
ended—these victims must live on with their ap- 
probrium. 


In the past, I have felt awfully sorry for my- 
self as a university president—responsible to a 
board of trustees, to a large faculty body, to the 
student-body and its respective parents, to an 
alumni body that does not hesitate to tell me how 
the University ought to be run, to a large public 
to whom education and the University must be 
sold and interpreted; pestered constantly by mi- 
nority groups demanding that I commit myself 
on issues, great or small, public or private, and, 
of course, that my commitments be on the ‘side 
that they espouse. I suppose that in the future 
I will again be sorry for myself, but that self- 
pity is going to be moderated to a very large de- 
gree by the comparison of my lot with that of 
the man or woman who is a “hospital administra- 
tor,” for I do not know of a single occupation that 
is subject to more bosses, nor one to which there 
is less credit attached for work well done! 


ows 


That our hospitals have made progress in the 
last generation is a truism. Yet, when we stop to 
analyze the causes of this progress, we will find 
a score of groups and agencies claiming the credit 
and pointing with pride to the marvelous institu- 
tion for human service that is the modern hospi- 
tal; we will find the patients and the public tak- 
ing for granted, as a matter of course, the skilful 
service. The chief cause, under God, for the 
achievement of the ideas and the ideals that make 
the hospital the skilful and successful servant of 
so many different masters is to be found—fre- 
quently in a cubbyhole of an office, almost always 
unknown and unheralded—the harried, worried, 
“hospital administrator.” 


To no one else, perhaps, is the hospital so per- 
sonal a charge, to no one else so constant a source 
of pride and of distress. To others, the ties that 
bind them to the institution are easily broken. 
From chief-of-staff to the youngest probationer 
there is always the possibility of conflict of per- 
sonal rights or convenience with institutional wel- 
fare, and when such conflicts occur there is always 
the solution of going elsewhere. But to the “hos- 
pital administrator,” the institution is a life work, 
its reputation something to be guarded carefully, 
its welfare a source of dreams and nightmares, 
its continued progress the font of happiness and 
joy that comes only from a work well-done. 


Its defects are well-known to him, better known 
to him than to any other. There is a trait in hu- 
man nature, though, that impels people to point 
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out imperfections, and lest the “hospital admin- 
istrator” be ever forgetful, there are always peo- 
ple and groups who will be delighted not only to 
point out, but to demand the immediate eradica- 
tion of every imperfection. 


On every side the “hospital administrator’ is 
surrounded by masters and critics whose word 
to him is law; their power is sometimes such that 
to fail to fulfill even the indication of a wish of 
theirs would endanger the standing of his hos- 
pital. I shall touch upon only a few of the causes 
of gray hairs and wrinkles on the brow of the 
“hospital administrator.” 


ow 


There was a time when the essentials of a hos- 
pital consisted in a clean, quiet, wholesome place 
where the sick might be given care under the 
supervision of a doctor—but now how different! 
Every group connected with the hospital has or- 
ganized, and seemingly has organized to foist on 
the hospital its own specialty ; and every specialty 
that is added is just another headache, another 
nightmare to the “hospital administrator.” Just 
as he has met one requirement, and frequently 
before he has fully met it, another stares him in 
the face. While, I suppose, every honest “hos- 
pital administrator” would be willing to admit that 
each one of the changes demanded is in itself a 
good one, the perfection that the sum of these 
demands totals is practically impossible of achieve- 
ment, or, if not impossible, so very difficult that 
it takes all the joy out of living. 


The physical well-being of the patient now 
makes demands that were undreamed of twenty 
years ago. “The customer is always right’ holds 
true not only in a store, but in a hospital as well. 
The patient must be fed, and for that purpose 
there must needs be a trained dietition to draw 
up the menu under the supervision of the doctor. 
There must be a variety of choices, and the mod- 
ern hospital frequently is forced to offer a menu 
that would compare not unfavorably with the bet- 
ter type of restaurant in the variety of choices. 
The food must be kept hot, it must be served 
temptingly, and the patient must have the right 
to complain of anything or everything in the serv- 
ice or diet that is in the least unsatisfactory. 


The furnishings of the room that the patient 
occupies must be modern, and therefore expensive, 
and changing styles indicate a constant change 
in the type of material and cost of the furniture. 
The bed and the mattress, the linens and the 
blankets must be of the very first class. In try- 
ing to meet the bills, the “hospital administrator” 
must groan over the fact that he has to give a 
patient what would be an $8 a day hotel room for 
$5 or $6 in the hospital, and with it include not 
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only meals, but nursing service and the general 
attention that every patient demands. Once a 
year, or oftener, he has to listen attentively to the 
latest findings of the psychologists as regards the 
color-scheme of decoration that is most conducive 
to the mental well-being of the patient. This year 
it may be a fuzzy purple, to be succeeded by a 
violent red or a splotchy green. But woe betide 
the hospital that does not keep up with the latest 
trends in mental therapy by having a selection 
of colors as broad as the rainbow. 


There was a time when the nurse was supposed 
to be a simple soul who had enough intelligence 
to carry out the doctor’s orders, and who was ex- 
pected to use her God-given brains to observe any 
changes in the patient that might be of signifi- 
cance and to report them when noticed. She was 
expected to be a source of cheer to the patient, 
and to be able to minister to the bodily and mental 
wants of the sick. But now, the hospital has be- 
come a sort of college to train nurses in a variety 
of subjects that, while useful and very beneficial, 
make it a question as to whether or not the hos- 
pital can bear the expense of training nurses 
any longer. The hours on the floor are strictly 
limited, the types of service are sharply defined, 
and the qualifications of the nurse are so well 
marked, the requirements so strict, the training 
so hard, that the average nurse has ceased to 
be the wholesome soul that once she was, and 
has become a bundle of nerves, fearful constantly 
lest she be doing something unprofessional or 
wrong. Nor does she hesitate to define in no un- 
certain terms the limits and the demarcations of 
her service. While the nurse of today is prob- 
ably better equipped than the nurse of bygone 
days, the “equipment” has come at the cost of the 
hospital once more. 


The doctor, who was once so glad to have a 
place to which he might take his patients with 
the assurance that they would be cared for ac- 
cording to his instructions, has ceased to be the 
agreeable recipient of the benefit that the hospital 
is to the doctor; and, with the knowledge that his 
patronage is so desirable, so necessary to the wel- 
fare of the hospital, has become in many cases a 
veritable tyrant, shaking over the head of the 
“hospital administrator” the threat of going else- 
where. If he be a surgeon, then all things must 
be subordinated to the service that he demands 
while he is the master. He demands that his tools 
be used by no one else; that the lighting equip- 
ment be just what he wants it to be; the type of 
table must be changed if the doctor sees one that 
he thinks he would like better; and, gauging his 
importance by the number of patients that he can 
bring to the hospital, he may even insist that no 
other doctor be allowed to use his operating room, 
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his table, his instruments. A surgeon can, by 
a skilfully directed policy, keep out competition 
in his own field, or, keep it at a minimum, even 
when in all honesty he would have to admit that 
he is harming the best interests of the hospital. 
But all too frequently the “hospital administrator” 
dares not challenge his supremacy, with the re- 
sult that many another equally able doctor is 
forced either to take his patients elsewhere or to 
use facilities that are far from the ideal. 


Nor is the physician entirely without blame, 
although his demands and his requirements are 
usually not so emphatically stated nor so expen- 
sive in fulfillment as the surgeon’s. But he can 
demand service to please or to impress the patient 
that he knows, and the nurse knows, and the hos- 
pital knows, is not at all required by the severity 
of the patient’s disease or indisposition. 


There is a teaching in the Catholic Church that 
to each one of us is assigned a Guardian Angel 
who watches over us and records our every word, 
thought, and deed; and the picture of the Judg- 
ment Day that is painted is one of the Angels 
reading from a long, long scroll that gives our 
whole life’s history. Personally, I think that the 
Guardian Angel’s job of recording is a compara- 
tively simple one to the nightmare that records 
have become for the “hospital administrator.” 


The patient’s history now begins with his great- 
grandfather and great-grandmother. What dis- 
eases they suffered from in childhood, and if so, 
why not? It carries through the paternal and 
maternal ancestors with particular stress on the 
diseases that are known to have inheritable ten- 
dencies; and, when the book of life gets down as 
far as the patient, there is nothing left to be un- 
recorded, and that is just the beginning. The 
chart piles up, page after page, day by day, until 
it is sometimes a whole volume in itself. The 
x-ray and the laboratory departments add their 
chapters, and, when the patient is finally dis- 
charged, the hospital has a work that would need 
only a few literary touches to make it a complete 
biography. There must needs be a record-li- 
brarian to take care of the library of information 
on patients, past and present, and the record- 
librarian to take care of the library of information 
on patients, past and present, and the record-li- 
brarian must be trained in her profession because 
it, too, has become an organized specialty. 
the “hospital administrator” must needs meet. If 


The x-ray rooms and the laboratories have fre- 
quently their own files of records; and, with the 
accumulation as time goes on, there must needs 
be a problem not only in providing fireproof and 
secure cases, but also the problem of space which 
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John Jones decides that “Doctor So and So” at 
this hospital is not as good as “Doctor This and 
That” at another hospital and becomes a patient 
in the second hospital, the whole tedious pro- 
cedure and useless duplication of effort is repeated. 
I suppose it would be heresy on my part to sug- 
gest that a lot of this trouble could be avoided if 
each patient were given his or her record to be 
kept until needed again. But records there must 
be, and, I suppose, records there will be until the 
end of time, or, until somebody has courage and 
ingenuity enough to break the chain of red-tape 
that threatens to overwhelm and strangle the 
“hospital administrator” in the deluge of records. 


Over all there hovers the constant vigilance of 
the American Medical Association and the Ameri- 
can College of Surgeons as the voices of an ex- 
ternal conscience that pounds home with sledge 
hammer blows the lesson that “this is right” and 
“ that is wrong,” and woe betide the hospital that 
fails to agree with the decisions as they are pon- 
tifically announced. 


The “hospital administrator,” grown gray in 
the service of the sick, remembers, with tongue 
in cheek, the changing standards of all these 
groups and how “what was pontifically and infal- 
libly pronounced right last year” is “just as pon- 
tifically and infallibly pronounced to be altogether 
wrong this year.” He remembers, with a weary 
heart, the agonies gone through to fulfill re- 
quirements that were so essential yesterday and 
are today no longer considered even good practice. 
He remembers the machinery and equipment pur- 
chased at a cost of sweat and worry and penny- 
saving, that is out-moded before the shine has 
disappeared from the machine, to be replaced by 
other equipment which is just as likely to be out- 
moded tomorrow. 

on die 

But the hospital makes progress. It serves the 
sick in a fashion that is infinitely superior to the 
service that it was able to give only a short time 
ago. From the reception clerk, right on up 
through the ranks to the chief-of-staff, the hos- 
pital personnel is today a better trained, more 
scientific group than ever before. While I, as a 
university administrator, having gone through 
in fulfilling the demands of outside agencies, and, 
while I have had the self-same nightmares and 
bloody sweats that you have had in the fulfilment 
of their demands, I admit that the average school 
or university is a much better school today by 
reason of all these things—mistakes by trials and 
error procedures though they may have been— 
than if the school were left alone to bring about 
these changes for the better at its own conven- 
ience. I feel sure, from my own experience, that 
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everyone of you honest “hospital administrators” 
will admit that the same is true of you and your 
hospitals in the progress that has been brought 
about in the past generation. I do want to stress 
the idea and the thought that “whatever prog- 
ress has been made, has been cooperative!” Sug- 
gestions of patients, demands of doctors and of 
accrediting agencies have had their part in your 
progress, but I also want to stress the thought 
that the chief credit for accomplishment of sug- 
gestions and demands is due—not to the public, 
not to the doctors or agencies—but to the men 
and women who have taken the ideas which have 
been advanced and have made of them actualities. 


You have done a glorious job. You have achieved 
what would seem impossible. You can be content 
with the thought that the sick today are served 
in a fashion that even the wildest visionary could 
not have dreamed of twenty years ago. While 
today we congratulate you, and I suppose you con- 
gratulate yourself, yet we must not be fooled into 
the thought that we have achieved perfection. 
There is still a long ways to go before we have 
achieved the goal that should be the ideal for 
hospitals, namely, sufficient provision for the care 
not only of those who can afford to pay for the 
service, but for all the sick—no matter what their 
economic position may be. Whatever the solu- 
tion, and I confess that I am not prophet enough 
to say what it will be, we shall not have achieved 
our destiny so long as the care of the sick has 
to be measured by the ability of the sick to pay 
for that care. 


From the physical point of view, I think that 
the modern hospital has come close to achieving 
perfection. From the scientific point of view, 
there has been miraculous progress, and there will 
no doubt be constant improvement, but the im- 
provement that has been made and that will be 
made is insufficient so long as it fails to affect sixty 
or seventy per cent of our population who do not 
know what the inside of a hospital is like. So to- 
day, after having pointed out the archenemies of 
you people who are doing so magnificent a piece 
of work, I change from the role of that of sym- 
pathetic friend and become another of that group 
of kibitzers “who look on and point out.” 


ow 


I point out to you today the vision of what I 
think may well be the actuality in the near future, 
of a people healthy, strong, and sound; of a people 
confident in its medical care, confident and secure 
in the thought that when anything does go wrong 
with the body that there will be available not 
only good skilful doctors, but the services of a 
hospital wherein the skill of the doctor can be 
exercised under perfect conditions; of a people 
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who will not be forced to look forward to disease 
and sickness as a threat not only to life and health, 


put to economic security as well; of a people who ° 


will be able to take in stride the blow of sickness 
because, through the efforts of groups like yours, 
the cost of sickness will have been brought within 
the means of every individual. It may be that 
group insurance will cover a portion of a large 
part of the group; it may be eventually that the 
Government will add to its program of social se- 
curity another chapter of security in sickness; it 
may be that there will be a cooperative movement 
between doctors, hospitals, insurance companies 
and the government. But, by whatever means 
it is brought about, I feel confident that the ulti- 





mate result will be directly due and traceable to 
the ability of the “hospital administrators” to 
take these visions that dreamers have seen and 
make of them the actualities that they should be, 
just as you have taken over every dream in the 
past and made of it a fact. 


I believe, that now is the time, this the problem 
in which you can take over leadership, and show 
the world that what you have gone through has 
not worn you out, but has strengthened you to 
find a solution to what seems to be another in- 
soluble problem, to take on your shoulders the 
responsibility and the burden of leading us to a 
fulfillment of the dream that all of us have—the 
hospital as the accepted home of all the sick. 





Institute on Hospital Purchasing 


The purchasing agents of hospitals, or others 
having in charge the purchase of supplies for 
hospitals, will have an opportunity to participate 
in the Institute on Purchasing to be held at Johns 
Hopkins University, Baltimore, Maryland, June 9 
to June 14. 


The Institute is being sponsored by the Com- 
mittee on Purchasing of the American Hospital 
Association Council on Administrative Practice 
and the Baltimore Hospital Council. 


Among the authorities who will lecture at the 
Institute are: 


Edgar C. Hayhow, Paterson General Hospital, 
Paterson, New Jersey 

Wallace W. Irwin, Strong Memorial Hospital, 
Rochester, New York 

John N. Hatfield, Pennsylvania Hospital, 
Philadelphia 

James Best, Cornell Medical Center, New 
York City 

Sidney Bergman, Sinai Hospital, Baltimore, 
Maryland 

Neal R. Johns, Johns Hopkins Hospital, Bal- 
timore, Maryland 

0. G. Sawyer, Duke University, Charlotte, 
North Carolina 

J. Herbert Gaston, Baltimore, Maryland 

Dr. Roy J. Bullock, Associate in Political 
Economy, Johns Hopkins University 

Dr. Leon Sachs, Lecturer on Commercial Law, 
Johns Hopkins University 


Dr. Winford H. Smith, director of Johns Hop- 
kins Hospital, Baltimore, is chairman of the Com- 
mittee on Arrangements. Arden E. Hardgrove is 
chairman of the American Hospital Association 
Committee on Purchasing. 
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Institute for Supervisors in Nursing, 
Teachers and Administrators 


An Institute for administrators, teachers, and 
supervisors in nursing will be held on June 26, 
27, and 28, 1941, at the University of Chicago - 
campus. The central theme of the Institute will 
be “Recent Developments and the New Outlook in 
Nursing Education.” 


The meetings will be held in Judson Court. 
Room and board will be provided in Judson Court 
for the period of the Institute for $8.50. Reserva- 
tions may be made through William J. Mather, 
Bursar, The University of Chicago. 


Application for registration may be made by 
communicating with Miss Nellie X. Hawkinson, 
Department of Nursing Education, The Univer- 
sity of Chicago. A registration fee of $3.00 will 
be charged. 





Institute on Hospital Accounting 


The first annual Institute on Hospital Account- 
ing will be conducted by the Council on Ad- 
ministrative Practice of the American Hospital 
Association, with the cooperation of Indiana Uni- 
versity, on the Indiana University campus, June 
9 to 14. Accommodations will be provided for 
Institute registrants in campus residence halls. 


Hospital accountants, bookkeepers, business 
managers and administrators who attend the In- 
stitute will receive formal instructions in the prac- 
tical application of the new uniform system of 
accounting and statistical procedure set up under 
the direction of the Committee on Accounting and 
Statistics of the American Hospital Association. 


For information concerning the Institute write 
to Mr. Stanley A. Pressler, Associate Director, 
Institute on Hospital Accounting, Indiana Uni- 
versity, Bloomington, Indiana. 





Hospital Care of the Indigent and Semi-Indigent 
by Use of County Owned Institutions 


BENJAMIN W. BLACK, M.D. 


persons who are legally dependent; and to 

any person who cannot pay for his necessary 
medical care. By indigent patients we often mean 
non-paying patients; the term “indigent” is un- 
welcome when applied to a large number of people 
so classified. There are some non-paying patients 
who could pay and who are just dead-beats, and 
there are others who pay hospital and medical 
bills who can ill afford to pay for the illness from 
which they suffer. A large proportion of the sick 
people unable to pay for their hospital care are 
not legally dependent. From family incomes of 
$1000 to $2000 per year, bills for hospital care 
and for physicians’ and surgeons’ services 
amounting from $100 to $200 may change, and 
often ruin, the entire financial future of many 
self-respecting families. 


To term “indigent” is often applied to those 


It is doubtful if there is such an individual as 
a semi-indigent person. This term usually applies 
to a person who can pay something toward his 
hospital care, but whose finances are such that 
he cannot pay a regular hospital charge, nor can 
he be expected to pay for professional services. 
When facts are accurately developed and properly 
applied, a person able to pay for the necessary 
medical and hospital care at the most reasonable 
rates offered by the community, and at the same 
time allow assets to supply the basic necessities 
of life, he is not indigent nor is he semi-indigent. 
In considering the assets available for such pur- 
poses, the ability of the family, including those 
persons first degree removed by relationship, must 
be considered. In this state for all practical pur- 
poses, a person is indigent when he or his re- 
sponsible relatives have assets insufficient to 
provide the necessary medical and hospital care, 
except at the expense of the basic necessities of 
life. 


Presented at the Convention of the Association of Western 
Hospitals, March, 1941, San Francisco. 
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Legal Basis for Indigent Care Provided 
By the County 


In the majority of our communities, in the west 
particularly, some plan for the care of illness 
among the less fortunate or indigent is provided. 
In some states, including California, the law ‘e- 
quires that the county shall provide medical care 
for all pauper persons and those incapacitated by 
age, disease, or accident, who are lawful residents 
within the county, when such persons are not sup- 
ported and relieved by relatives or friends, or by 
their own means, or by state hospitals, or other 
state or private institutions. It is incumbent upon 
the responsible county officials to make diligent 
inquiry to determine the ability of such persons 
or his relatives to bear the actual charges and 
expense of his maintenance and support. If such 
indigent poor or incapacitated person has kindred, 
such as husband or wife, father or mother, 
brother or sister, who are able to pay for such 
care, such kindred, under the law, are required to 
support the indigent person rather than to allow 
him to become a public charge. While the laws 
may differ in detail, generally such wording as 
this constitutes the legal basis upon which such 
indigent persons receive public medical care. 


Under these provisions of law, counties ordi- 
narily provide county hospitals where such per- 
sons may be cared for at public expense. These 
hospitals in some counties provide a service as 
good or superior to that supplied by other hos- 
pitals found in the community. In other instances, 
the county hospitals are little better than poor 
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houses; in them no professional care worthy of 
the name is provided. The management of such 
institutions, while always the responsibility of 
the county government, a board of supervisors or 
other similar body, is not infrequently placed in 
the hands of incompetent persons, often because 
of so-called political pressure. Administrators 
of many of the best of these county hospitals are 
equal to or better than are found in the best of 
the private hospitals. It follows that the service 
these poor sick persons receive on the one hand 
may be poor, as bad as could possibly be given; 
and on the other hand, the very best that could 
possibly be supplied in any institution anywhere in 
the country. 


Non-Paying Patients in Voluntary Hospitals 


An inquiry directed to the amount of care 
given to non-paying patients, called indigents, in 
our voluntary hospitals in the west and through- 
out the country, has brought forth some interest- 
ing material. Complete figures are available only 
in New York and in a few other states. 


In New York City it is said that between one- 
half and two-thirds of the entire population fall 
into the class of non-paying patients. In the 
Carolinas where the Duke Endowment secures re- 
liable figures, the proportion of total service going 
to non-paying patients in voluntary hospitals runs 
about 30 per cent; less than half of that found in 
New York City. The Carolina percentage is higher 
than that found in voluntary hospitals outside 
of the larger cities. Outside of New York City 
it is impossible to obtain the number of hospital 
days supplied to paying and to non-paying pa- 
tients. The hospital census furnishes, however, 
the income from paying patients and gives sources 
of other income such as from taxes, endowments, 
and gifts from community chests. A _ hospital 
that secures 80 per cent of its income from 
patients has 20 per cent from these other sources, 
in other words 20 per cent of its work goes to 
non-paying patients. Some private patients pay 
more than the cost of their care and this surplus 
is used for charity purposes. Against this surplus 
must be placed the balance of the deficit coming 
from the care of so-called ward patients who pay 
less than cost. 


In Georgia, the voluntary hospitals furnish 
about 40 per cent of the hospital beds of the state, 
proprietary hospitals 17 per cent of the total. In 
this state as well as in several other southern and 
western states the chief local facilities are pro- 
prietary hospitals which take very few, if any, 
non-paying patients. In Wisconsin, the voluntary 
hospitals provide about two-thirds of all the gen- 
eral beds and these as well as the proprietary 
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hospitals depend upon paying patients for about 
five-sixths of their income. These and other 
studies allow the conclusion that about two-thirds 
to three-quarters of the beds in voluntary and 
proprietary hospitals are occupied on any given 
day, leaving unoccupied the balance, or about 
40,000 beds in good hospitals, available for utiliza- 
tion if there is money to pay for the beds when 
occupied. These are largely concentrated in cities 
of 50,000 population or more and as such are not 
available for people in other sections of the coun- 
try, and in which there are now no local hospitals 
or where proprietary or non-registered hospitals 
are found. The service in the voluntary hospitals 
in some of the areas in the country and particu- 
larly in the west and in California could easily be 
substantially expanded at a minimum cost, if 
financial support were available to maintain avail- 
able beds now unoccupied. A large sum of money 
would be necessary to accomplish such a purpose; 
if paid from taxes, a great increase could be 
expected to make effective the 40,000 beds in the 
voluntary hospitals. ° 


Pay Patients in County and City Hospitals 


Typical of more than 460 city and county gen- 
eral hospitals in this country is the small com- 
munity hospital, a 45 bed institution built by a 
county in 1917 with an addition in 1925. It has 
accepted pay patients as well as county charges 
who are billed at a minimum rate, or cared for at 
a charge less than cost. Last year about one- 
fourth of the patients cared for were county 
charges and a small tax levy was placed to take 
care of the deficit. From a study of this subject 
it is apparent that many city and county hos- 
pitals throughout the country serve the com- 
munity in much the same way as do voluntary 
hospitals, caring for the needy sick and the well- 
to-do alike and relying upon paying patients to 
provide a substantial amount of the income. The 
control of county and municipal hospitals in many 
of the states is usually by a board of trustees 
composed of representative citizens in the com- 
munity with the management under such circum- 
stances remarkably free from political influence. 
This type of hospital admits all classes of patients 
by economic status, the same as do other nonprofit 
hospitals. 


In California, there has been outspoken objec- 
tion to the use of county hospitals by paying 
patients and almost none of them now admit, ex- 
cept in emergencies, any patients who are able to 
pay for their hospital care. The Supreme Court 
decision in the Kern County case ruled that boards 
of supervisors may not legally accept patients who 
are able to pay the cost of private hospitalization. 
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The court ruled, at the same time, that county 
hospitals could accept patients capable of paying 
something toward the cost of their care, but with 
insufficient funds to pay the expenses of private 
hospital care. This second ruling has been used 
by supervisors to allow pay cases to be admitted. 


In the main, county hospitals in this state 
largely limit their patients to those who are said 
to be without funds to pay for hospital care. With 
each session of the legislature there is agitation 
directed towards the permitting of county hos- 
pitals to admit pay patients on the same basis as 
do voluntary and proprietary hospitals. Legisla- 
tive measures have been opposed by the hospital 
associations and others on the ground that if 
county hospitals are allowed to accept pay pa- 
tients, they will be competing with private enter- 
prise as represented by the voluntary and pro- 
prietary hospitals. 


Proprietary Hospitals in California 


In California there are 146 proprietary hos- 
pitals, more than are found in any other state 
except Texas. Outside of several large California 
cities of more than 100,000 population, almost 
one-half of the general hospitals are classified as 
proprietary; about one-fifth of the hospitals in 
these counties are under city and county control. 
In California hospitals are not exempt from taxa- 
tion and quite recently some of the so-called non- 
profit hospitals in this state, as in other states, 
have been actually called upon to prove the con- 
tention that they are operating as nonprofit insti- 
tutions. 


When hospitals are organized and operated as 
business ventures and develop no plan to care for 
charity cases or cases unable to pay, it is now 
contended that they are not operated as nonprofit 
institutions. For centuries hospitals have been 
organized and operated primarily as charitable in- 
stitutions providing public service to their com- 
munities. The attitude of all these years has 
recently undergone a marked change. Hospitals 
in many states have been relieved from danger of 
liability suits because of the charitable nature of 
their work; they have been made tax exempt and 
have received other benefits and privileges not 
accorded the ordinary business enterprise. Hos- 
pitals have not wished to be considered merely 
business organizations providing services only for 
those able to pay and turning over to the Govern- 
ment only those unable to pay. It is now con- 
tended by those who favor the use of the public 
hospitals for pay cases, that hospitals are just 
business organizations and act as do other types 
of business; and opposition to such measures is 
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not prompted by altruistic motives, but to deny 
competition when such would provide better hos- 
pital service. 


County Hospitals in California 


Every county in California has a county hos- 
pital; some of them are comparable in every way 
with the best of the other hospitals in the cities. 
Some of the others are not organized nor operated 
to make the service equal to that received by pay 
patients who go to private hospitals, often offer- 
ing no better service. This is due of course to a 
number of factors. Public sentiment translated 
in terms of taxes does not demand for the poor 
an adequate type of public medical care. The 
question of personal gain, as well as the cost of 
efficient operation of the public hospitals calls 
for adequate funds from taxes. There might be, 
too, some loss of private business and the inability 
or unwillingness to take the public hospital from 
the political field with its patronage and spoils 
and place the administration and the personnel on 
a merit basis, has had much to do with their lack 
of high standards. Boards of Supervisors are 
often blamed unjustly for the manner of operation 
of the county hospitals when the fault lies def- 
initely with the political powers and an uninter- 
ested citizenship. 


There is a growing conviction that if, by gov- 
ernment aid, hospitals could be established in 
those communities now without them, arrange 
for their efficient administration and operation by 
interested non-partisan citizens; admit pay cases 
as well as charity cases, there would be provided 
a better quality of care which would result in 
greater community benefit. 


Small Hospitals Should Pool Resources for 
More Adequate Service 


There are now many towns in the west and in 
other parts of the country where only inadequate 
hospital facilities are available. The physicians 
are unable to find a place where proper hospital 
care may be given to their patients. There is lack 
of laboratories, x-ray, and clinical; lack of suffi- 
cient trained technical personnel to serve all of 
the community with a number of small hospitals 
in competitoin, one with the other. It would seem 
to be a much more satisfactory method of pro- 
viding hospital care if in such places the money 
put into the erection and maintenance of these 
separate institutions were utilized for the estab- 
lishment and operation of a hospital, either gov- 
ernmental or voluntary, whichever would seem to 
supply the community with the best care. Such 
an institution could more likely justify the in- 
stallation of equipment and the development of an 
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organization necessary for adequate care of the 
hospital patient and thereby provide the place and 
the tools necessary for well-trained local physi- 
cians to carry on effectively their professional 
work. Frequent consultations and other ways for 
cooperation, found under such circumstances, 
would provide a better type of service to the 
indigent as well as the pay patient. 


There comes at once the immediate answer that 
many dangers, difficult to meet and overcome, 
beset such a program. The fact remains that 
many counties in this and in other states do not 
make adequate provision for hospital care for the 
indigent, and no better care could be found in such 
communities by the patient if he goes to so-called 
private hospitals when so often they are un- 
registered and not standardized. Unfortunately, 
not many states define a hospital and make no 
provision to protect the public against the im- 
proper use of the name. To accomplish these pur- 
poses where need is most evident, based upon 
intelligent local sentiment, the people can secure 
such services only through popular demand and 
with full cooperation on the part of the profession. 
The government locally administered and an 
aroused community, could provide better hospitals 
for the care of all the people to the advantage of 
the physician and his patient, whether for in- 
digent or for paying cases. 


Care of Indigent Can Cost Less in County Hospital 
Than in Voluntary Hospital 


With respect to the large counties where ade- 
quate facilities do exist for the care of the in- 
digent, it has been demonstrated many times 
that the most economical as well as the most 
efficient way for a board of supervisors to handle 
the care of the indigent cases is for them to 
operate county institutions. There are a number 
of good reasons why this is true, the most im- 
portant one being that hospitals do not practice 
medicine. When contracts are made some one 
must pay the physician in addition to the cost of 
actual hospital care. It could well be argued that 
physicians should be paid when serving on the 
staffs of. county hospitals, but the medical pro- 
fession in the community is always willing to take 
care of the sickness in the community, provided 
that they shall be protected in their own practices 
and shall not be called upon to take care of 
patients free in the public hospitals who are well 
able to pay their own physician for professional 
care. 


There exists, too, the continued opportunity for 
graduate training, especially when the older men 
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in whom the community has placed its confidence 
will give time and attention to the care of the 
indigent, and at the same time provide opportuni- 
ties to carry forward graduate training. There 
is also the value of professional association in 
the good county hospitals to the men in the prac- 
tice of medicine. Standards of medical practice 
are elevated as the standards in the county hos- 
pital are maintained or improved, lending them- 
selves to a better professional esprit-de-corps 
which tends to improve the type and methods of 
medical practice in the community. 


A county hospital can be operated less expen- 
sively than can voluntary institutions. Where 
there is no class distinction, nor prestige that 
follows, patients in one county hospital prefer to 
occupy beds in small wards of from two to six 
beds rather than in the single rooms, separated 
from persons with whom they may visit. Such 
accommodations can be supplied with less expense 
than can the private room found in the private 
hospital to which many of these public cases would 
be sent. Likewise, too, public hospitals do not 
pay taxes; do take advantage of bulk purchases; 
and depreciation does not appear in the cost per 
day. Experience has demonstrated that better 
care may be expected when the entire profession 
in a community is mobilized for the benefit of a 
patient in the county hospital than could possibly 
be true when a single physician is entirely re- 
sponsible for the care of a county patient in a 
private hospital. 


Competent Administrator Free from Dominance 
Needed for Effective Service 


For these conditions to remain true it does re- 
quire that county hospitals shall be in charge of 
competent administrators, protected from political 
interference, and the method of handling patients 
and the service that may be supplied, must be 
free from dominance by the local medical pro- 
fession or any political group except as applied 
in the interest of the patient. A good staff must 
be available and the finances necessary for the 
best of scientific care must be provided. Published 
results of research and other methods of scientific 
encouragement that will occur to the staff and the 
administrator must constantly be perfected to 
demonstrate the results of the application of good 
modern scientific care of the sick. The teaching 
aspect for nurses and young physicians serving 
as interns and in other capacities as they perfect 
themselves in the specialties, all serve as addi- 
tional incentives to better scientific standards. 





Proposals for Establishment of Hospital Service 
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S THE nonprofit hospital service plan 
A movement in the United States grew in 

size and importance, it became apparent 
that a formal organization of plans was necessary 
to serve the growing needs of the approved plans 
and to coordinate efficiently their activities with 
the interests of the American Hospital Associa- 
tion. A special committee of hospital service plan 
executives was appointed by the plans in Toronto 
in. September, 1939, to formulate a proposal for a 
permanent organization. This committee re- 
ported to the plans at their Mid-Winter Confer- 
ence in Pittsburgh in January, 1940, and again 
in Boston, in September, when representatives of 
the plans met with the membership of the Ameri- 
can. Hospital Association. At the latter meeting, 
the Board of Trustees of the American Hospital 
Association requested the plans to withhold ac- 
tion on the organization of a formal conference 
of plans until after the Commission on Hospital 
Service of the American Hospital Association, 
acting as agent for the Board of Trustees, had 
prepared a proposal for consideration. The in- 
struction to the Hospital Service Commission was 
contained in the following resolution of the Board 
of Trustees: 


“RESOLVED, That the Board of Trustees of 
the American Hospital Association authorize 
the Commission on Hospital Service to enter 
into negotiations with authorized representa- 
tives of plan boards with a view to the for- 
mation of a national organization of plan 
boards interlocked with the American Hos- 
pital Association, the function of which or- 
ganization shall be the further development 
of hospital service plans and related activi- 
ties.” 


Accordingly, such an organizational structure, 
interlocked through its Board with the Board of 
Trustees of the American Hospital Association, 
was prepared by the Commission and was ap- 
proved by the Board of Trustees at its meeting in 
Chicago, October 21, 1940. It was then presented 
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to plan representatives at a special meeting in 
Chicago on November 9, 1940. At this meeting 
it was the consensus of the group that a closer co- 
ordination. with the American Hospital Associa- 
tion than that which was proposed by the Board 
of Trustees and the Commission would be ad- 
visable. Therefore, a special organization com- 
mittee composed of plan representatives was re- 
quested to consult with the Commission on Hos- 
pital Service and to present an outline of a revised 
proposal for consideration by the plans. Such a 
revision. was prepared in outline form and ap- 
proved in principle by the representatives of plans 
on November 10, 1940. It was subsequently ap- 
proved in detail by the Commission on Hospital 
Service and presented to the Board of Trustees 
of the American Hospital Association, which 
unanimously approved these recommendations on 
February 15, 1941. In a resolution, the Board of 
Trustees “recommends such proposals for favor- 
able consideration by the House of Delegates of 
the American Hospital Association.”’ The pro- 
posals were also unanimously approved by the 
representatives of plans who attended their Mid- 
Winter Conference in New Orleans on February 
27 and 28, and March 1, 1941. 


Organizational Features 


The study and development of hospital service 
plans within the framework of the American Hos- 
pital Association will contain four central fea- 
tures, including: (1) administration of a program 
of annual approval for hospital service plans by 
the Board of Trustees of the American Hospital 
Association; (2) admission of approved hospital 
service plans to active institutional membership 
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in the American Hospital Association and the 
provision for active personal membership for the 
executives and trustees of approved hospital serv- 
ice plans; (3) the election by the approved plans 
of a Hospital Service Plan Commission to deal 
with problems of general interest affecting hos- 
pital service plans, except the actual approval of 
such plans; (4) guidance of the activities and 
procedures of the Hospital Service Plan Commis- 
sion by administrative regulation, consistent with 
the general policies of the American Hospital As- 
sociation. 


Objectives and Activities 


The objectives and purposes of the Hospital 
Service Plan Commission will be to extend the 
application of the principle of group payment for 
meeting the cost of hospitalized illness, particu- 
larly among the lower income groups; to improve 
the administrative efficiency of nonprofit hospital 
service plans; and to promote the cooperation of 
all groups which may influence the scope, develop- 
ment, and administration of hospital service 
plans. 


The proposed activities of the Hospital Service 
Plan Commission may be classified generally as 
follows: 


A. Approval Program: The approval program 
will be conducted by the Board of Trustees of 
the American Hospital Association, but the Com- 
mission, if requested, may provide funds and serv- 
ice and appropriate data to the Board of Trustees 
which will include financial experience, utilization, 
form of organization, and other general facts and 
recommendations which will assist the Board of 
Trustees in a fair and adequate appraisal of each 
hospital service plan. 


B. Research and Statistics: Special studies of 
experience and the collection and distribution of 
financial and service data. 


C. Consultation and Information Service: Con- 
tacts with existing and contemplated plans con- 
cerning administrative policies and procedures 
and distribution among plans of significant litera- 
ture and information. 


D. Public Education: Interpretation. of the na- 
tional scope and significance of the hospital serv- 
ice plans by publicity methods suitable to the vari- 
ous groups in the public. 


E. Coordination and Reciprocity Among Plans: 
Methods for developing national enrollment 
among large enterprises and authoritative con- 
tacts with governmental or other national agen- 
cies such as professional and industrial groups. 
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F. The Preparation of Programs for a session 
or sessions on hospital service plan problems for 
the annual meeting of the American Hospital As- 
sociation, and for the annual conference of Type 
IV Active Institutional Members. 


Election of the Interim Hospital Service Plan 
Commission 


In order to obtain immediate advantage of the 
proposed organizational structure, the Board of 
Trustees of the American Hospital Association 
authorized the election of an Interim Hospital 
Service Plan Commission to be conducted by the 
members of the previous Commission on Hospital 
Service and the Council on Hospital Service Plans, 
to be followed by a mail ballot of acceptance of 
such elected individuals by the Board of Trustees 
of the American Hospital Association. The In- 
terim Hospital Service Plan Commission was 
elected by the representatives of nonprofit hos- 
pital service plans at their Mid-Winter Confer- 
ence in New Orleans, February 27 to March 1, 
1941, and consists of the following persons: 


E. A. van Steenwyk, Executive Director, 
Associated Hospital Service of Philadelphia, 
Chairman 

John R. Mannix, Director, Michigan Hos- 
pital Service, Detroit, Vice-Chairman 

George Putnam, President, Associated 
Hospital Service of Massachusetts, Boston, 
Treasurer 

John A. Connor, President, Central Hos- 
pital Service Association, Columbus, Ohio 

Edward Groner, Manager, Hospital Serv- 
ice Association of New Orleans 

William S. McNary, Executive Director, 
Colorado Hospital Service Association, Den- 
ver 

Sherman D. Meech, Director, Rochester 
Hospital Service Corporation, Rochester, 
New York 

Mrs. Edward J. Walsh, President, Group 
Hospital Service, Inc., St. Louis 

Peter D. Ward, M.D., Secretary, Minnesota 
Hospital Service Association, St. Paul 


Dr. C. Rufus Rorem was appointed Director 
and Secretary by the Interim Hospital Service 
Plan Commission. 


Editor’s Note: The mail ballot of the Board of 
Trustees has been spread, and the election of the 
members of the Interim Hospital Service Plan 
Commission has been unanimously accepted. 


The present Commission on Hospital Service 
and the present Council on Hospital Service Plans 
will be discontinued as of April 1, 1941, during 
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which time it is expected the negotiations will be 
completed for transferring the present properties 
and monies under the control of these two groups 
to the Interim Hospital Service Plan Commission. 


The Interim Hospital Service Plan Commission 
will serve until a permanent Hospital Service Plan 
Commission shall be elected in accordance with 
the proposed amendments to the By-Laws of the 
American Hospital Association. The Interim 
Commission succeeds to the rights and powers of 
the Administrative Board (composed of the mem- 
bers of the previous Commission on Hospital 
Service and the Council on Hospital Service 
Plans), including the rights and powers to receive 
and authorize disbursements of the funds which 
have been contributed by the plans, and which 
are now held in trust by the Board of Trustees of 
the American Hospital Association. 


Permanent Hospital Service Plan Commission 


The permanent Commission will consist of nine 
persons, to be elected for three year terms. Not 
more than one Commissioner shall be a resident 
of any one state, territory, insular possession or 
province. The membership of the Commission 
may be elected from representatives of the active 
Institutional and Personal membership of the 
American Hospital Association. The Commission 
will have authority to fill vacancies on the Com- 
mission for unexpired terms and to make charges 
for services rendered to members of the Ameri- 
can Hospital Association or to other individuals 
or organizations when the nature or amount of 
the services will make it advisable in the judg- 
ment of the Commission to make such charges. 
The Commission will negotiate annually with the 
Board of Trustees concerning a suitable amount 
to be paid by the Commission to the American 
Hospital Association for general services and fa- 
cilities provided by the Association to the Com- 
mission. The Commissioner will report annually 
to the Board of Trustees of the American Hospital 
Association. 


Proposed By-Law Amendments 


In order to facilitate the operation of the pro- 
posed Hospital Service Plan Commission within 
the American Hospital Association, certain by-law 
amendments have been proposed, which are sum- 
marized in the following paragraphs: 


The Board of Trustees shall have the responsi- 
bility for the establishment of standards and the 
administration of a program of annual approval 
for organizations operating nonprofit hospital 
service plans which apply for such approval. The 
purpose of the standards shall be to protect the 
interests of the subscribers, the medical profes- 
sion, and the hospitals. 
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Active Institutional Membership (Type IV) wil! 
be provided for organizations operating hospita! 
service plans which have been formally approve: 
by the American Hospital Association, and per- 
sonal membership for the executives and trustees 
of Active Institutional Type IV members. Ap- 
proval by the Board of Trustees will be a require- 
ment for admission to or continuance of Active 
Institutional Membership (Type IV). 


The Chairman of the Hospital Service Plan 
Commission will be a member of the Coordinat- 
ing Committee of the American Hospital Asso- 
ciation. 


The dues for Active Institutional Members 
(Type IV) will be at the rate of one mill per month 
per subscriber-contract, with a minimum of $10 
per month and a maximum of $250 per month. 
These rates may be altered by a two-thirds vote 
of the Active Institutional Members (Type IV) 
at any meeting of such membership. The dues 
will be held in a trust fund to be administered by 
the Hospital Service Plan Commission, and will 
not constitute the property of the American Hos- 
pital Association. 


It is recommended that Active Institutional 
Members (Type IV) be given the same voting 
representation in the Assembly as_ hospitals, 
namely, with one vote for every $15 of dues paid; 
provided, however, that no member shall have 
more than five votes, regardless of the amount 
of dues paid. 


An amendment is also being suggested to per- 
mit the election of three of the present 100 mem- 
bers of the House of Delegates. 


The elected Hospital Service Plan Commission 
will have the power to establish its own policies 
and to conduct activities of general interest in- 
volving the use of monies contributed by the ap- 
proved hospital service plans. Such policies and 
activities will be guided by administrative regula- 
tions adopted by the Active Institutional Mem- 
bers (Type IV) and approved from time to time 
by the Board of Trustees of the American Hos- 
pital Association. 


Participation in the joint activities of hospital 
service plans approved by the American Hospital 
Association will be limited to dues paying Active 
Institutional Members (Type IV) and withdrawal 
of approval by the Association will constitute an 
automatic forfeiture of that member’s interest 
and rights in the funds and affairs of the Hospital 
Service Plan Commission. 


The Active Institutional Members (Type IV) 
will hold an annual conference at such time and 
place as the Commission may determine and will 
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hold their annual meeting at the time of the Con- 
vention of the American Hospital Association. In 
the voting by the approved hospital service plans 
on activities of the Commission, there will be 
weighted votes based upon the number of sub- 
scriber contracts by which dues are payable as of 
the first day of the current six months’ period, 
according to the following formula: one vote for 
each 20,000 subscriber contracts (not total par- 
ticipants) or fraction thereof, with a minimum of 
one vote and a maximum of ten votes per plan. 


It is the purpose of the Interim Hospital Service 
Plan Commission to continue the present activities 
of research, consultation, and information service, 
with total expenditures by the Interim Commis- 
sion equal to the previous combined expenditures 
of the Commission and the Council. Ultimately 
it is expected that a comprehensive program will 
be developed for the public education. The Public 
Education Committee was asked by the plan rep- 
resentatives to prepare and distribute as soon as 


convenient a program of public education for con- 
sideration by the approved plans at their next 
meeting at Atlantic City in September, 1941, at 
the time of the American Hospital Association 
Convention. 


It is to be hoped that the establishment of an 
elected Hospital Service Plan Commission within 
the framework of the American Hospital Asso- 
ciation will be approved by membership of the 
American Hospital Association, as it has been ap- 
proved by the representatives of the approved 
plans and by the Board of Trustees. This ar- 
rangement gives the service plan representatives 
an opportunity to deal authoritatively with prob- 
lems of administration and public education, but 
recognizes the inter-dependence of hospitals and 
plans in their joint efforts to serve the American 
people. By such approval the hospitals will rec- 
ognize the plans as their ally in the struggle to 
maintain the voluntary principle in health and 
hospital service in the United States. 
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The Chicago Institute for Hospital Administrators 


The American Hospital Association will conduct 
its ninth annual Institute for Hospital Administra- 
tors on the campus of the University of Chicago, 
August 13 to 27, 1941. By means of lectures, 
seminars, round tables, small group conferences 
and practical demonstrations in hospitals in the 
Chicago area, the latest hospital thought and pro- 
cedures will be brought to the Institute regis- 
trants for their appraisal and discussion. 


Twenty lecturers, representative hospital au- 
thorities from different geographical sections of 
the country, will present the results of their expe- 
rience and study in providing good service for the 
sick through the administration of the various 
departments of the hospital. Through group con- 
ferences the registrants will be assisted in their 
individual and specific problems by hospital 
specialists from the Chicago hospitals. These hos- 
pitals also provide a rich field for practical demon- 
strations in hospital methods and technics. 


The culminating activity of each day’s program 
is the evening round table conference with Dr. 
Malcolm T. MacEachern, associate director of the 
College of Surgeons, and director of the Institute, 
presiding. Doctor MacEachern, with his wide ex- 
perience in dealing with every phase of hospital 
service, evaluates problems and their solutions 
presented for discussion by the registrants. 


Progressive administrators and heads of de- 
partments appreciate the broadening influence 
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and educational value: of a refresher course. In 
the eight years, since 1933, the American Hospital 
Association has conducted the Chicago Institute 
for Hospital Administrators, close to one thousand 
registrants have received certificates of attend- 
ance. Many of these registrants are administra- 
tors of long experience, many are young adminis- 
trators just starting out on their professional 
career, and many are members of the hospital 
personnel who have administrative ambitions. 
These registrants have come from every geo- 
graphical section of the United States and Canada. 
Each year brings many from other countries. 


The rapid changes that are constantly going on 
in the world today make it more imperative than 
ever before that hospital administrators keep in 
touch with the effect these changes have on their 
professional practice. 


Hospital administrators and members of the 
executive personnel who are interested in attend- 
ing the Chicago Institute for Hospital Administra- 
tors will find excellent accommodations at Judson 
Court, where the Institute is held, at reasonable 
rates, and bus transportation is provided for all 
field trips. 


For application blanks and further information 


‘concerning the Institute write to Miss Agnes M. 


McCann, Secretary of the Institute, American 
Hospital Association, 18 East Division Street, 
Chicago, Illinois. 
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Trends in Medical Records 


SISTER M. PATRICIA, O.S.B., B.S., R.R.L., F.A.C.H.A. 


of our American hospitals, developed in an- 

swer to a requirement of the American Col- 
lege of Surgeons, “That accurate and complete 
medical records be written for all patients and 
filed in an accessible manner in the hospital.” 


T= medical record department in the majority 


Soon after the College began its work of stand- 
ardizing hospitals in 1918, hospital administrators 
saw the need of securing the right persons to or- 
ganize standard record departments in their hos- 
pitals. At this time formal education in record- 
keeping was not offered by any of the schools; 
like Topsy, the record librarian “just grew up.” 
Those librarians who accepted the challenge to 
develop the new field were sent to visit hospitals 
which were reputed to have good record depart- 
ments, in order to learn how best to begin. They 
discovered that the maintenance of a good record 
department requires a substantial budget; that it 
requires the assignment of considerable space in 
the hospital; that it requires specialized equip- 
ment and a trained personnel. Here was a prob- 
lem that would enlist the combined effort of both 
librarian and administrator. They must cooperate 
in fulfilling the requirements of the College of 
Surgeons. For in the average hospital all these 
requirements were conspicuous by their absence. 


Today, the result of their combined efforts is 
apparent in the record departments of almost all 
our hospitals. Today, the busy and efficient hos- 
pital administrator is much relieved to have in the 
hospital a well-organized records department, in 
charge of a librarian who not only understands 
record routine, but is capable of dealing with the 
daily intangibles that must be experienced in the 
department. 


Much credit for this advance should be given to 
the American Association of Medical Record Li- 
brarians, founded in 1928. Each year since its 
foundation, this association has held an annual 
meeting at the same time and place as the meet- 
ing of the American College of Surgeons. It gave 
impetus to the founding of state and local associa- 
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tions of record librarians. At present there are 
twenty state and twenty-nine local associations. 
Some of them are affiliated with the American or- 
ganization. 


Schools for Record Librarians 


One of the outstanding contributions which 
the American Association has made to the hospi- 
tals of the country is the establishment of schools 
where record librarians may be educated. There 
are at present two types of schools, the collegiate 
and the hospital school. The first grants a degree 
with a major in medical records library science. 
The degree course prescribes a definite sequence 
of college work followed by an internship in a 
hospital approved by the Association; the hospi- 
tal school prescribes two years of college work 
plus proficiency in typewriting and shorthand with 
a year of training in the record department in a 
hospital approved for such training. It does not 
grant a degree, but issues a certificate. 


The collegiate schools are the College of St. 
Scholastica and the St. Louis University. The 
former requires four full years of college followed 
by nine months’ internship in an approved hospi- 
tal; the latter makes a similar requirement of 
college subjects, but provides for the internship 
in part, during the summer months, in part, dur- 
ing the school year. 


At present there are eight hospital schools, 
namely: Duke University Hospital, Durham, 
North Carolina; Grace Hospital, Detroit, Michi- 
gan; Grant Hospital, Chicago, Illinois; Rochester 
General Hospital, Rochester, New York; Massa- 
chusetts General Hospital, Boston, Massachusetts ; 
St. Joseph’s Hospital, Chicago, Illinois; Samuel 
Merritt Hospital, Oakland, California; University 
of Pennsylvania Hospital, Philadelphia, Pennsyl- 
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vania. It is stated that a number of the students 
enrolled are university graduates. Duke Univer- 
sity Hospital does not enroll students who are not 
university graduates. 


Our Association has been most fortunate in that 
it has had, at all times, a close relationship with 
the American College of Surgeons, the American 
Hospital Association, and the American Medical 
Association. A representative from each of these 
organizations has served yearly on the Training 
School Committee, now known as the Educational 
Board. Such an arrangement, we think, prevents 
the evils of inbreeding. The Board works in close 
relation with the various schools, and our excel- 
lent working relationship with them ought to be 
an assurance of continued progress. 


Institutes for Record Librarians 


For a number of years we have been conscious 
of the need of courses for librarians early in the 
field and without adequate training. To meet this 
need, the University of Minnesota held an Insti- 
tute for Record Librarians in January 1939. The 
registrants at the Institute numbered eighty-eight 
students from sixteen states. Northern Califor- 
nia will have a similar Institute. Provision has 
also been made by the Educational Board of our 
Association for review courses to be given in ap- 
proved schools for librarians who are preparing 
for their registration examination. 


Among courses of instruction designed to assist 
record librarians are those offered yearly by Co- 
lumbia University, namely, Medical Terminology, 
two semester hours, and Medical Records, two 
semester hours. According to information just 
received, courses similar to those given at Colum- 
bia will be given at the next summer session of 
the Catholic University, Washington, D. C. 


Need for Refresher Courses 


It seems to me there is urgent need of brief 
refresher courses where a well-trained worker 
could enter a city for a period of several days or 
a week, to give an intensive review course in rec- 
ord procedures. Attendance of students should 
be limited to those employed in record rooms. 


Board of Registry 


A second impetus to competence in records-was 
given by the establishment, in 1932, of a Board of 
Registry. This Board conducts examinations for 
qualified librarians to take and issues certificates 
to successful examinees. The trend is toward 
having only registered librarians in charge of 
records departments. There are at present nine 
hundred and thirty-two registered record libra- 
rians. 
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Within the last two years our Association made 
a survey of the record personnel in the hospitals 
of North America. The survey represents fifty- 
five per cent of the hospitals. It revealed that 
the percentage of registered record librarians is 
low in comparison with the number of standard- 
ized hospitals. Our Association requests the as- 
sistance of hospital administrators to encourage 
their chief record librarian and her staff to be- 
come registered if they are not registered already, 
to attend the American Association, local, and 
state meetings, and to take part in their activities. 
We need to keep ourselves constantly informed 
of new developments. As Doctor Malcolm T. Mac- 
Eachern has so aptly said: “Like mechanical toys, 
we seem to run down, and need every once in a 
while to be wound up again.” 


The Record Room 


The problem of proper place and equipment for 
a record room is often difficult to solve. In the 
October number of HOSPITALS we find a paper 
on “The Perfect Record Room,” written by Ivy 
Rose Hubert. This paper is the result of a study 
of existing record rooms, made by thirty record 
librarians in Northern California. Their idea was 
to discover the proper arrangement of space and 
equipment in order to secure maximum efficiency 
in the record room. The study includes comforta- 
ble working conditions for both physicians and 
record librarians, thus preventing over-fatigue on 
the part of the record librarian, and conservation 
of the good dispositions of the medical staff. 


The study covers such features as location, con- 
struction, size and equipment and gives a list of 
those conditions which librarians of experience 
found to be a detriment. Among the latter we 
find: proximity to service court, traffic lanes in 
front of work areas, folding top desks, card files 
near the floor, messy ink wells, table ash trays, 
disease files that must be transported for use, bad 
air and drafts. Hospital administrators attempting 
remodeling or building new record rooms would do 
well to consider the points set forth in this study. 


Records and Medical Research 


One of the duties of the record librarian is to 
assemble records for research. The making avail- 
able of charts for this purpose necessitates con- 
siderable time on the part of the record librarian. 
She must first consult the disease or operation 
index for the case number, after which she with- 
draws the individual charts to be analyzed from 
the files. It might happen that all the charts on 
a certain disease must be withdrawn when only 
specific complications of the disease are sought. 
Take for example, appendicitis. The physician 
may want only appendicitis complicated by pneu- 
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monia, nevertheless, all the appendicitis charts 
must be sorted to find the desired series. 


In order to expedite the obtaining of informa- 
tion in such studies, the mechanical punch card 
machinery is being used more and more in the 
larger hospitals. This system is useful also in 
compiling routine statistics, laboratory’ findings, 
treatments and various other reports. In punch- 
ing the cards, one must follow a code system. 


Selection of the Medical Terminology 


A problem which must be solved by the hospital 
administrator, with the assistance of the medical 
staff and the record librarian, is the selection of 
the particular medical terminology to be used in 
the hospital. I need not stress in this assembly 
the importance of standardizing the terminology 
of disease, so that comparative statistics may be- 
come available, especially as they relate to mor- 
bidity and mortality studies. The “International 
List of Causes of Death” has attempted to stand- 
ardize the causes of mortality so that statistics 
relating to deaths will be comparable not only 
from year to year, but between different parts of 
the country and different parts of the world. 


In accordance with such principles, the “Stand- 
ard Classified Nomenclature of Disease” was de- 
veloped. On March 22, 1928, the New York Acad- 
emy of Medicine invited representatives of the 
National Hospital and Medical Associations to at- 
tend a Conference on Nomenclature. It was then 
that the National Conference on Nomenclature of 
Disease was founded, and steps were taken to 
publish a new classification. The first edition of 
this classification appeared in 1933, and a second 
one in 1935. Both editions were initiated and car- 
ried to completion by the collaboration of national 
societies representing medicine, surgery, and the 
specialties. Funds for the first two editions of 
the classification were made available chiefly 
through the Commonwealth Fund. 


Right now the edition of 1935 is in process of 
revision. On March 1, 1940, the American Med- 
ical Association invited a group of persons, rep- 
resenting the medical societies, the Army and 
Navy, the United States Public Health Service, 
the Veterans’ Administration, the record librari- 
ans and others to Chicago to participate in a Na- 
tional Conference on Medical Nomenclature. Doc- 
tor Fishbein told us at this conference that the 
American Medical Association had taken over the 
publication of the “Standard Nomenclature” be- 
cause other groups had found it impossible to con- 
tinue, owing to the expense involved. He explained 
that the American Medical Association will at- 
tempt a simplification of the book; 1) by the elimi- 
nation of eponyms; 2) by the use of English terms 
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as far as possible; 3) by the inclusion of a table 
of eponyms with cross references and unaccept- 
able terms in the index. 


The tendency now seems to be for the outstand- 
ing hospitals and medical schools to use the 
“Standard Nomenclature.” Its points of superior- 
ity over other systems were summarized by Doc- 
tor George Baehr, of the New York Academy of 
Medicine: It was used as a reference in the revi- 
sion of the “National List of Causes of Deaths’’; 
it never departs from a basic scheme; it is a re- 
sult of nationwide collaboration; its purpose is to 
serve the clinician and: to make the work of the 
record librarian less difficult. It is a good disci- 


_ pline for medical students and staff physicians, 


requiring them to express their diagnoses in a 
scientific manner; and finally, medical students 
who have used it make better interns. 


Doctor Jordan announced that there have been 
many questions in regard to the formation of a 
terminology to cover dental diseases, laboratory 
diseases, pathological conditions, and physical 
therapy diagnoses. He told us that the American 
Medical Association would not attempt to under- 
take such a compilation. They propose to prepare 
only a terminology of diseases and operations. 


Operation Terminology 


Along with a disease classification comes the 
need of an operation terminology. Several ter- 
minologies of operations have been published. 
Each of them was organized in a different man- 
ner, and each presented a point of view different 
from the others. 


Following the publication of the “Standard 
Classified Nomenclature of Disease,” Doctor Bron- 
son Ray and Miss Helen Lincoln, of the New York 
Hospital, devised a surgical nomenclature which 
they classified into a system similar to the Stand- 
ard. At the Conference on Nomenclature last 
March, Doctor Malcolm T. MacEachern stated that 
there was a tremendous demand for a good nomen- 
clature of operations. Doctor Ray, Doctor Jen- 
kins, and Doctor Ponton, who were present, all 
indicated a desire to merge their interests in a 
surgical terminology which could be more gener- 
ally accepted. They felt that the larger interests 
of the question of an operation terminology could 
be served by having a standard form. 


Record librarians throughout the country are 
looking forward to a standard classification of op- 
erations. It is our understanding that a commit- 
tee consisting of Doctors Jenkins, Ray, and Ponton 
is preparing such an edition. 


Problem of Accumulation of Records 


In connection with the management of a rec- 
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ords department, there arises the problem of con- 
venient storage of the enormous accumulation of 
records. In order that the supervision of such 
files may be under the librarian, the distance be- 
tween the storage and the record rooms should 
not be great. Hence, the attic, the basement, or 
even the woodshed, where I once discovered a 
storage place while visiting a small hospital, are 
not satisfactory. 


The latest development in the storage of records 
is that of filming the charts. Within the last dec- 
ade an official of a banking company first tried out 
photographing bank checks as a means of keeping 
permanent records in his bank. Within a short 
time other banks were photographing their 
checks. Then commercial firms and department 
stores began dispensing with continuous ledger 
cards and keeping their duplicate records of ac- 
counts on tiny rolls of acetate film. Two such 
films could be made simultaneously, one available 
for ready reference, the other filed in a vault as 
a protection against loss. Newspapers are now 
making use of acetate film for their back files. A 
one hundred-foot roll of 16 mm cellulose acetate 
film may be filed in a box four inches square by 
three-fourths inch deep. Such a film can hold 
eight thousand pictures of ordinary sized bank 
checks or four thousand department store state- 
ments. The equipment used for transferring of 
the charts to film is the Commercial Recordak 
machine. 


It has been the experience of hospitals using 
such equipment that in the photographing of 
charts, which are usually composed of records ap- 
proximately 814 x 11 inches in size, over two thou- 
sand individual records of this size can be pho- 
tographed on a one hundred-foot roll of film where 
only one side of each record is photographed. A 
one hundred-foot roll of this film costs two dollars 
and seventy-five cents, including film development. 
Incidentally, the photographic equipment is so 
constructed that only the amount of film required 
to photograph each document, regardless of its 
size, is needed. Adoption of the photographic 
method by the United States Government gives us 
assurance of the value of this new type of storage. 


For several years at Cook County Hospital, Chi- 
cago, Illinois, photography of old records has been 
going on. Miss Stella Walker, chief statistician, 
writing for Hospital Management, lists the advan- 
tages of film storage. They are as follows: 


1 Storage in a small fraction of the space re- 
quired for paper records 

2 Saving in time of the record room personnel 

53 Preservation of arrangement of files 

4 Protection against fraudulent change or 
mutilation of records 
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5 Reduction of fire hazard 
6 Convenience in using the records 


Robert Jolly, in an article published in the 
July 1939, number of HOSPITALS, emphasizes 
the advantages of the photographic film in saving 
space, saving labor and reducing the hazards in 
the hospital. He writes: 


“Space in most hospitals is very valuable. 
Take the space of even one room occupied by 
records. If rented to a patient, what could 
you get per day for that space? Multiply that 
by three hundred and sixty-five days and see 
what income you could derive in a year. It 
makes for accessibility, the record librarian 
can have all the records in her office in a com- 
paratively small space, instead of traversing 
long distances to find a record; it saves time, 
and time is money; it eliminates the danger 
of climbing ladders; it eliminates much dirt 
and dust; it reduces fire hazard.” 


In the future, I hope, we shall dispense with 
“storage rooms” located in dark basements and 
requiring step-ladder technique to reach the 
charts on the upper rows. Instead we shall find 
thousands of case histories reduced to photo- 
graphic records through the process of micro-film- 
ing. The space required for these records will be 
one hundred times less than that required to store 
the same number of charts. 


In comparison to a decade ago, our American 
hospital has reached a high level in its records de- 
partments. Practically all hospitals have, or en- 
deavor to fulfill, the minimum requirements as set 
forth by the American College of Surgeons; even 
the smaller hospitals have a record-room worker 
whose primary duty is to handle the records. Ar- 
chitects now assign suitable space to the record 
department when they are making plans for new 
hospitals. Librarians are better prepared for their 
work. Our approved schools are educating effi- 
cient workers and are working in collaboration 
with the Medical Association to improve equip- 
ment and techniques. 


In general, I believe, the record librarian is 
eager for educational progress in her special field. 
More and more she is being called upon to partici- 
pate in hospital programs. She is open-minded 
to the adoption of improved equipment and of 
new techniques that will enable her to render bet- 
ter service to her hospital and the medical staff. 
As a natural consequence, her scope of usefulness 
keeps on growing. Besides filing and indexing 
the charts, she often acts as the chief statistician, 
prepares the monthly and yearly reports of the 
professional services, compiles data requested by 
various organizations, assists the members of the 


29 





medical staff in making group studies from the 
records, and represents the hospital whenever a 
record is subpoenaed to court. 


All this is gratifying, for it goes without saying 
that the more progressive the librarian, the better 
the record department, and the better the record 
department, the better the service to the patient. 
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Transactions—1940 


The forty-second volume of the annual Trans- 
actions of the American, Hospital Association has 
just been issued and distributed to the entire 
membership of the Association. A comparison of 
this volume with those of earlier years will show 
two significant facts: first, that there has been 
a tremendous increase in subjects of interest to 
the hospital field; and second, that certain basic 
problems remain the permanent and perennial 
topics of discussion during forty-two years of or- 
ganized hospital activity. 


Although sheer volume (1269 pages this year 
as compared to 150 pages in the earlier years) is 
no criterion with which to judge the value of the 
most recent annual records or proceedings, there 
can be little doubt, after perusal of these works, 
that hospital administration, with all its related 
and allied interests, has definitely come of age. 


The Transactions of the American Hospital 
Association have become a carefully considered 
presentation of the most authoritative studies on 
hospital management and its problems today, giv- 
ing to the hospital trustees and administrators, as 
well as to the associated worker, a comprehensive 
and reliable work of reference. 


Underground Hospital Completed at 
Basle, Switzerland 


Basle, ancient Swiss border town, has just com- 
pleted a subterranean hospital which combines the 
very latest equipment for the nursing of the sick 
and wounded. The building has been planned in 
accordance with the principles governing fortress 
achitecture and is expected to be strong enough 
to resist the heaviest of bombs. It has four exists. 


The underground hospital is primarily intended 
for persons wounded or poisoned by gas in war- 
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fare. It will be able to treat an average of 500 
slightly wounded patients and is adequately 
equipped for about 180 operations per day. The 
hospital has a special plant which in case of emer- 
gency can furnish light, heat, hot water and fresh 
air. Cost of building and equipment of the hos- 
pital was approximately 800,000 Swiss Francs. 


Dr. Donald C. Smelzer 


Dr. Donald C. Smelzer, trustee of the American 
Hospital Association, and medical director and 
administrator of Graduate Hospital of the Uni- 
versity of Pennsylvania, Philadelphia, has re- 
signed that position to become director of the 
Germantown Dispensary and Hospital, Philadel- 
phia, succeeding Lewis N. Clark, who resigned to 
enter the Government Service. 


Dr. Smelzer is one of the best and most favor- 
ably known administrators in the hospital field. 
He was graduated at McGill University College 
of Medicine, became an intern, and then adminis- 
trative resident at the Montreal General Hospital, 
Montreal, Canada, under Dr. A. K. Haywood, and 
is one of a dozen or more fine hospital administra- 
tors who served their administrative apprentice- 
ship at the Montreal General Hospital. Dr. Smelzer 
served with distinction in the Canadian forces 
during the first World’s War, and a few years 
after he was appointed director of the Charles T. 
Miller Hospital in St. Paul, where he served until 
he became director of the Graduate Hospital. 


Mr. Clark, whom Dr. Smelzer succeeds, has been 
director of the Germantown Dispensary and Hos- 
pital since 1925. He has contributed a great deal 
to the professional and physical development of 
that institution. He resigned to associate himself 
permanently with an important position with the 
Federal Government. 
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pital personnel who have left to take jobs with 

both the medical and industrial branches of 
the National Defense Program, the Cleveland Hos- 
pital Council with the cooperation of the National 
Youth Administration have set up a series of work 
projects in member hospitals. 


Already, 1000 youth between the ages of 18 
and 25 have been assigned to twelve member hos- 
pitals. These youth, Karl Duldner, National Youth 
Administration area supervisor, pointed out, in no 
way replace or supplant any of the highly skilled 
or trained staff members. Specifically, he added, 
their job is to relieve nurses and technicians of 
many of the minor housekeeping and manual jobs, 
and allow staff members to concentrate on the 
more skilled duties so vital to modern hospitals. 


Petar with a rapidly growing shortage of hos- 


George P. Bugbee, commissioner superinten- 
dent of City Hospital and vice-president of the 
American College of Hospital Administrators, 
made this statement: 


“Hospitals are entering a period of adjust- 
ment to defense activities in the country... . 


“The demand for hospital services has not 
in any’ way decreased while many trained 
hospital personnel are being drawn into the 
armed services. In addition, the expanding 
industrial activity is attracting many hospital 
workers with rates of payment to the individ- 
ual beyond the fixed budget of the hospital. 
National Youth Administration youth can be 
of great help in assisting with the every day 
work of the hospitals during this period of 
adjustment and are available with some ad- 
vance training for employment by the hos- 
pitals as personnel changes.” 


Backed with almost three years of experience 
with projects at the Cuyahoga County Nursing 
Home and one year at the Marine Hospital, Na- 
tional Youth Administration quickly initiated 
units in ten additional hospitals—City, Evangel- 
ical, Deaconess, St. Vincent’s Charity, St. Luke’s, 
Mount Sinai, Fairview, Woman’s, Lutheran, Uni- 
versity, and St. Ann’s Maternity Hospital. 
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The Hospitals of Cleveland and the National 
Youth Administration 


Type of Work 


The jobs these young men and women perform 
are manifold. They serve as ward aides and or- 
derlies doing the myriad tasks connected with 
housekeeping; they work in the laundry, labora- 
tories, kitchens, repair departments—in virtually 
every major and minor division of the hospitals. 


A typical example of the work which is being 
done is illustrated in City Hospital, a general mu- 
nicipal hospital affiliated with Western Reserve 
University. City Hospital covers 2714 acres, has 
1200 employees, 1626 beds, 58 bassinets, and sep- 
arate buildings for general medical, surgical and 





NYA worker sterilizing instruments in the Marine 
Hospital Dental Clinic. She has also learned to 
take a dental x-ray. 














Above: NYA worker using the radiograph unit at City 
Hospital. Below: NYA worker in the record room of out- 
patient department at City Hospital 
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obstetrics, tuberculosis, neuro-psychiatric, con- 
tagious diseases, and out-patient department. 


Those assigned to the dietary kitchens prepare 
vegetables, foods, and fruits, do housecleaning, 
table setting, etc. A laundry group tabulates the 
daily distribution of linen, maintains perpetual 
inventory, keeps a record of towel production in 
the laundry and sewing room, as well as operating 
laundry equipment, mending, sorting, etc. In the 
pharmacy laboratory, youth assist chemists in 
routine procedures such as manufacturing oint- 
ments and tubing them, making capsules, arrang- 
ing stocks and keeping inventories. Plant repair 
workers assist the firemen and enginemen in the 
power house, aid mechanics in the repair shop, 
assist electricians, carpenters, and other skilled 
workers. A group will soon be assigned to the 
grounds where they will plant flowers, grass seed, 
and care for lawns and shrubbery. 


A clerical unit of 35 youth works in virtually 
every department of the hospital. They keep rec- 
ords and work assignments of personnel, type, 
answer telephones, file and pull clinical charts in 


‘the out-patient departments, act as ward clerks, 


assist in the occupational therapy department, and 
do a miscellaneous group of office jobs in the gen- 
eral supervisor’s office, purchasing office, and other 
departments requiring assistance. 


One group of nine youth work in the stockroom 
where they sort, as well as keep an inventory of 
all stock. A mechanical-drawing unit assists in 
simple architectural plans and tracings, makes 
drawings for the cabinet shop, and does elemen- 
tary trade estimating. There are 44 ward aides 
who do all ward aide and general housekeeping 
jobs in both the nurses’ residence and hospital. 


Similar assignments are made in other hospitals 
having National Youth Administration workers. 
On all projects, however, custodial work such as 
mopping, sweeping, and cleaning are not given to 
these workers. 


The extensive program in the hospitals was 
made possible by an additional allotment of Fed- 
eral funds granted to meet the growing needs of 
national defense. 


Two hundred and fifty youth at City Hospital 
are scheduled for 35 hours a week, and, in order 
to maintain continuity of services, each employee 
works two consecutive weeks during the month. 
The jobs performed parallel those of a skeletal 
hospital force. 


Hours and Rates 


National Youth Administration youth work 
only 70 hours a month and are paid by the Federal! 
Government, at a rate of 26 cents an hour for class 
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B rating and 35 cents for class A rating. They are 
also restricted to 40 hours in one week and 8 hours 
per work day. Each hospital, therefore, has at 
least two shifts working during the month. Only 
nonprofit hospitals are eligible to receive assist- 
ance. 

Selection of Youth 


Selection of youth for these projects was made 
by the National Youth Administration vocational 
and employment division, working in close cooper- 
ation with hospital personnel officers. Youth, who 
expressed a desire to enter hospital projects, were 
interviewed and assigned to hospital units on the 
basis of vocational interests and aptitudes. 


As sound health is vital to members of the 
project, each assigned youth will be given a 
thorough physical examination including fluoro- 
scoping or chest x-raying. Moreover, the program 
should result in the spread of health knowledge 
and practice among a greater number of civilians. 
Aubrey Williams, the Administrator of the Na- 
tional Youth Administration declared— 


“One of the major contributions which the 
National Youth Administration may make in 
the present emergency is to promote the 
highest standards of health and physical fit- 
ness of persons employed on the NYA out-of- 
school work program through full utilization 
of available resources of the Federal Govern- 
ment and local communities. 


“In addition, the National Youth Adminis- 
tration through its work projects program 
will continue to aid communities in providing 
better health facilities. Last year, for exam- 
ple, youth employed on NYA projects built 
nine new hospitals, thirty-one isolation build- 
ings for communicable disease patients, and 
nine other medical buildings, and they re- 
paired and improved 193 other medical build- 
ings of various kinds. NYA youth last year 
also produced over 8,000,000 articles of hos- 
pital supplies for public institutions, and 
many young people were assigned to assist 
in understaffed public clinics and hospitals.” 


Mr. Williams pointed out, also, that during Jan- 
uary of this year 15,250 young people were em- 
ployed in health and hospital attendants’ projects 
throughout the nation. 


Opportunities for Occupational Experience 


Besides the financial help which these young 
people received, they were given the opportunity 
to obtain work experience in an occupational field. 
This offers immediate possibilities of full-time 
employment. 

uring the past two and a half years, twelve 
NYA youths have been added to the staff at the 
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Above: NYA worker does copy work at Marine Hospital 
pharmacy laboratory. Center: NYA worker assists a staff 
dentist at Marine Hospital. Below: NYA workers in laundry 
unit at City Hospital 
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Above: NYA workers in pharmacy laboratory of Marine 
Hospital. Below: NYA workers in kitchen at St. Luke’s 


County Nursing Home and ten youths at the Asso- 
ciation for Crippled and Disabled; Marine Hospital 
during the past year has hired seven youths. 
These youths through their NYA training suc- 
cessfully passed civil service tests before being 
added to the Marine staff. In the past two months 
other hospitals have added forty-nine youths to 
their staff including ten at St. Luke’s and fourteen 
at City Hospital. 


Development of Project 


The NYA entered the hospital field in Cleveland 
almost three years ago with the establishment of 
project at County Nursing Home which cares for 
the permanently and totally disabled. Besides 
being assigned to all jobs ranging from ward 
aides, orderlies, plant repair assistants, kitchen 
workers, housekeepers, and occupational therapy 
aides, youth in their free time were able to con- 
verse with patients in their native languages as 
well as read to them from the latest editions of 
foreign newspapers. 


“Moreover,” said Miss Belle Greve, Director of 
the County Nursing Home, “NYA workers, be- 
cause of their youth, furnish a better medicine 
than can possibly be realized. The chance to again 
be among happy young and willing workers serves 
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as a tonic of infinite value for almost ali the 
patients.” 


In starting the project at the County Nursing 
Home youth were at first absorbed in clerical as- 
signments. Gradually, as job possibilities in- 
creased, youth were placed in the sewing and 
dining rooms, kitchens, wards, and housekeeping 
units. 


As the number of assigned youth employed 
jumped from the initial ten to the project quota of 
300, various problems arose; youth’s relationships 
to each other and to the supervisors and staff 
members: work traits; discipline problems, and 
personality maladjustments. The background 


which NYA _ supervisors gathered from this 
project assisted them immeasurably in setting up 
projects in other hospitals. 


To provide experience in allied branches of hos- 
pital work, the youth are rotated on the project 
according to their occupational interests and 
abilities. 

Supervision of youth while at work is the re- 
sponsibility of each hospital and all National 
Youth Administration youth are supervised at all 
times by skilled staff members. 


At City Hospital a class in Ward Aide training 
has started with two main objectives; to instruct 
and develop youth workers’ skills, and to better 
prepare them for potential full-time staff openings 
in Cleveland hospitals. 


Mr. Bugbee, commenting on the work of the 
NYA, said— 

“The national government is here making a 
concrete effort to assist the hospitals of the coun- 
try in meeting present problems. Hospitals will 
find participation in this program of real value.” 


NYA worker in kitchen at Marine Hospital 
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Structural and Other Precautions Against Air 
Raid Risks in Hospitals 


WILLIAM HENRY WALSH, M.D. 


in warfare are far different from those of the 

last World War. Under former conditions we 
were chiefly concerned with the mobilization, 
training and housing of fighting forces, and the 
provision of hospital accommodations for a pre- 
determined number of returned casualties. But 
modern warfare has altered the situation whereby 
the soldier in uniform is no longer the sole, or per- 
haps, the main responsibility of the country. Total 
war has made of every man, woman, and child in 
the nation a protential casualty and has widened 
immeasurably the hazards to civil property. The 
industrial plant whether or not it makes muni- 
tions, the ship, railroad train, bus or truck upon 
the highway and even the schools and hospitals 
are all likely to be targets for the bomb or machine 
gun of invading airplanes. The civilian popula- 
tion engaged in these activities or using such 
facilities may well be running more risk of death 
or injury than is the soldier manning an artillery 
piece or hidden in camouflaged formations. Women 
and children in their homes, pupils in schools, the 
sick in the hospitals, all of these are constantly 
exposed to the perils of the incendiary or high 
explosive bomb. 


Tis problems confronting the country today 


Thus, it becomes the duty of those concerned 
with medical and hospital service to give thought 
not only to the needs of the armed forces, but 
also to the precautions necessary to protect the 
entire civil population in areas subject to the at- 
tack of modern war weapons. 


There are those in this country, as there were 
in other countries, who scoff at the idea of air 
raids, and there is a notable tendency in this coun- 
try to boast of the insularity of America and to 
assume that what is happening today in Great 
Britain, China, and elsewhere, cannot happen 
here! But it is quite certain that those who are 
responsible for guarding the safety of this coun- 
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try are well aware of the impending possibilities 
and are preparing to fortify vulnerable spots. 


It would seem timely, therefore, to give some 
attention to the protection of our hospitals against 
air raids and the following comments have been 
assembled from various authentic sources but 
mainly from information received directly from 
the Chief Architect of the Ministry of Health, 
Whitehall, London.* 


General Comments 


The first objective is to indicate to hospital 
authorities what can be done to provide protec- 
tion against air risks both in existing hospitals, 
which in almost all cases have been designed and 
planned without any regard to this factor, and in 
the planning and construction of new hospitals. 
The protection of existing hospitals and the pro- 
tection of new hospitals in course of construction 
or contemplated, are dealt with separately, since 
what is practical for an existing hospital must 
necessarily fall short of what can be done when a 
building is being erected. 


The extent to which measures herein suggested 
should be applied in the case of any particular 
hospital will depend not only on its individual 
features, but also on the degree of risk which it 
may be expected to incur. For hospitals liable to 
damage—for example, those situated in densely 
populated areas, at seacoast ports, or near to mu- 
nition works, large factories, important railroad 
junctions and other probable objects of attack— 
the full range of precautions would be appropri- 
ate. The risks to some hospitals in rural sections 


*Emergency Medical Service Memorandum No. 1, Ministry 
of Health and the Department of Health for Scotland, London. 
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may be regarded as so slight as to permit of the 
omission of many or all of the precautions men- 
tioned, while many hospitals will occupy an inter- 
mediate position. It will, of course, be for the 
individual hospital authorities to determine the 
degree of protection called for by the particular 
circumstances, but it would seem wise for hospi- 
tal organizations to reach general agreement upon 


protective measures to be adopted in vulnerable 


areas. 


It is desirable that the authorities responsible 
for hospitals in areas likely to be attacked should 
make preparations for carrying out the necessary 
precautions at the earliest possible moment after 
the risk becomes imminent. That is to say, any 
materials required for the protection of the hos- 
pital, such as essential dark blinds, boarding to 
protect the top ceilings, and sand bags, should be 
acquired and stored, though not necessarily 
placed in position; any necessary work, such as 
strengthening the ceilings of shelters, trenching, 
or provision of auxiliary services, which could not 
be carried out quickly enough after the emergency 
had developed, should be completed in advance; 
and any re-planning of the hospital organization 
which would be necessary under war conditions 
should be worked out and all concerned made 
aware of their emergency duties. 


The Nature of an Attack 


The main sources of danger in an air raid are 
high explosive bombs, incendiary bombs, and 
poison gas. There is, in addition, danger from 
falling fragments of anti-aircraft shells. The 
effects of the different kinds of attack may be 
summarized as follows: 


High Explosive Bombs: Explosive bombs car- 
ried by aircraft weigh normally anywhere up to 
500 pounds each; exceptionally, the weight may 
be as much as 3000 pounds. They are designed 
to burst on contact with any hard surface or to 
penetrate a considerable distance before bursting. 
Damage is caused by: (a) fragmentation, the ob- 
ject of which is to cause the shell of the bomb 
to break into small pieces and so to inflict damage 
to material and personnel in the vicinity; (b) 
blast, which is produced when the bomb bursts 
on contact with the ground or other hard surface, 
or after penetration into the ground or into a 
building; (c) penetration, the maximum effect of 
which is achieved by the use of an armour-pierc- 
ing nose with or without a delayed action fuse. 


Incendiary Bombs: These bombs are usually 
small, weighing anything from 214 lb. up to 50 
or 60 Ibs. The use.of the smaller and medium 
sizes, represented by the 214 Ib. and 221% |b. 
bombs respectively is, however, most probable, 
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as they can be carried by aircraft in considerabi2 
numbers. The penetrative effect of the 214 |b. 
bomb is not very great, but it may be expected 
to penetrate most ordinary forms of roofing struc- 
ture other than concrete roofs and to ignite in 
the roof space or on the floor below, setting fire 
to any inflammable material nearby. 


Gas Bombs and Gas Spray: Gas may be liber- 
ated by the bursting of bombs on contact or by 
spraying. When liberated, nearly all gases are 
rapidly diluted by mixture with the air and the 
period for which they continue to be dangerous 
depends upon atmospheric conditions and the 
presence or absence of wind, and may only amount 
to minutes. So-called persistent gases, such as 
mustard gas, usually consist of a liquid which 
continues to give off poisonous vapor for some 
time in a limited area. 


Extent to Which Protection Can Be Given 


It is not practicable to provide hospital build- 
ings which would resist a direct hit by a high 
explosive bomb or the blast effect of high explo- 
sive bombs falling very close to them, though by 
careful planning and design something can be 
done to mitigate or localize the damage. It is, 
however, practicable to afford some degree of pro- 
tection against the blast effects and splinters of 
high explosive bombs falling at a distance of not 
less than 50 feet from the building, incendiary 
bombs not exceeding 214 lb. in weight and anti- 
aircraft shell splinters. 


As regards gas, provided that a building is of 
sound construction, protection against poison gas 
is not normally a matter involving special struc- 
tural measures. It has to be borne in mind that, 
if gas bombs or gas spray are accompanied or 
preceded by high explosive bombs, windows will 
be shattered and the gas cannot be kept out of 
the hospital. Accordingly, patients and staff will 
have to rely mainly on their gas masks, but an 
attempt should be made to provide a gas-proof 
refuge for infants and for patients whose disabil- 
ities will not permit of their using gas masks. It 
may be possible to provide a small amount of space 
somewhere in the hospital (either without win- 
dows or with small windows which could be easily 
protected by sandbags) which would serve for 
useful peace-time purpose and could be set aside 
as a refuge during an emergency. The gas- 
proofed part of the hospital should, by all means, 
include some sanitary accommodation, and should 
have air locks at the entrances. Such air locks 
can be constructed by two blanket screens. An 
internal corridor with blankets over the doors 
leading into it and double blanket gas locks at the 
ends, can afford protection against gas. 
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Precautions for Existing Hospitals 


Some of the precautions suggested later for new 
hospitals could be applied to existing buildings, 
. and hospital authorities should consider how far 
they are practicable and necessary. Generally 
speaking, however, the precautions that can be 
applied to existing hospitals are not of a struc- 
tural character. 


The War Department, through a special com- 
mittee of engineers, is preparing at this time a 
memorandum on air raid precautions for general 
use, and those responsible for hospitals should 
make themselves acquainted with the precautions 
which will be there set forth for the guidance of 
those in charge of factories and business prem- 
ises, much of which information is applicable to 
hospitals. The latter, however, from the nature 
of their work, and the helplessness of many of 
their inmates, present a problem of their own. 


Protection of the Ground Floor 


Some protection against blast and splinters can 
be given on the ground floor by sandbagging walls 
of insufficient thickness and window and door 
openings. Sandbags to protect windows could 
in some cases be built up on timber staging or 
tubular steel. Where it is essential to retain 
natural ventilation the sandbag wall need not be 
carried to the top of the window, but it should 
not be lower than 6 feet above the floor. 


It will generally be found impracticable to pro- 
tect the whole of the ground floor with sandbags, 
and attention should be concentrated on the win- 
dow and door openings. Special protection should, 
however, be given to the parts of the building 
which house vital services. 


Windows and Glass Generally 


Properly constructed sandbag walling will pro- 
tect the glass in windows if carried to the top, 
but, if a gap is to be left for ventilation the glass 
is not protected. Where it can be avoided beds 
should not be placed directly under windows. On 
an air raid warning windows not fully protected 
by sandbags should be opened wide although even 
this may not save the glass from being shattered. 
Since it is to be expected that in areas where re- 
peated and intensive raiding occurs nearly all 
windows will be shattered, hospital authorities 
may think it best to remove the windows altogeth- 
er as soon as it becomes apparent that repeated 
raiding is likely, and to substitute light frames 
with canvas or coarse muslin covering as a pro- 
tection against the weather. Complete protection 
against blast and splinters cannot be given by 
fixing steel or wooden shutters of practicable 
thickness, and the heavy expenditure involved 
in fixing shutters to hospital windows would 
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not in the majority of cases be worth while. If 
windows are retained the risk of glass being 
projected inside the building can be reduced by 
gumming cellophane or ordinary brown paper 
on the inside of the panes. Protection can also 
be given by small mesh wire netting fixed on the 
inside of the window, but this is not always prac- 
ticable. 


In many existing hospitals the operating rooms 
are particularly vulnerable, owing to the wide ex- 
panse of glass, in some cases extending into the 
roof. Anti-aircraft shell splenters would be an 
especial danger in these conditions. In a concrete 
roof any roof glazing should be replaced by con- 
crete 5 inches thick if possible. Where sandbag- 
ging of the vertical windows is not practicable it 
may be possible to fill them in with brickwork. If 
the windows cannot be adequately protected, net- 
ting at least should be fixed on the inside to pre- 
vent injury from any large fragments of glass. 
Generally speaking, if the operating room area is 
so exposed that reasonable protection is imprac- 
ticable, arrangements should be made for fitting 
up in emergency an alternative room in some more 
protected part of the building. It may be pos- 
sible to designate for the purpose a ground floor 
room which can be sandbagged. The room so 
designated should be provided with the necessary 
services. 


In some hospitals, glazed partitions divide up 
the wards, and sometimes there are glass screens 
between the beds. If the glass can be removed 
it should be, but if that is not practicable splin- 
tering can be mitigated by fixing cellophane or 
by lashing plywood on both sides of the glass. 


Roofs 


Where there is an ordinary tiled or slated roof 
the simplest plan would be to clear the top story, 
but in hospitals there may be such pressure on the 
available accommodation that this is not prac- 
ticable. Moreover even if no measures were taken 
to prevent it a bomb might fail to penetrate the 
ceiling and it would then have to be dealt with in 
the roof space. Accordingly it will ordinarily be 
best in hospitals to aim at arresting the bomb in 
the roof space. Something may be done towards 
this by laying one inch boarding across the ceil- 
ing joists and covering the boarding with some 
fire-resisting composition, or, with a layer of sand 
two inches thick. It may be necessary to strut 
ceilings before any of this work can be carried out. 
Inflammable lumber should be removed from the 
roof space, and all roof timbers might be sprayed 
with one of the fire-resisting compounds. Easy 
means of access, preferably by a non-combustible 
fixed ladder, must be provided to the roof space 
in order to deal with incendiary bombs, and the 
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necessary fire fighting apparatus must be readily 
available. 


Basement Shelters and Trenches 


The usefulness of special shelter accommoda- 
tion in hospitals is limited owing to the relative 
immobility of the patients, but in hospitals in 
dangerous situations shelter accommodation 
should be provided for the staff off duty and for 
such patients as may be able to use it. Basements 
or cellars may be suitable for this purpose pro- 
vided that the ceilings can be made strong enough 
to bear the weight of the building if it should 
collapse. In nearly all existing buildings the 
basement ceiling would need strengthening before 
it can be regarded as adequate. Further, in build- 
ings which are not steel or concrete framed, the 
amount of strengthening required would often be 
very substantial and in some cases quite im- 
practicable. 


If there is no suitable basement, or other part 
of the building which can be adequately protected, 
trenches or arched steel shelters might be pro- 
vided in the grounds as a shelter for such of the 
staff as are not required elsewhere, and possibly 
for some ambulant patients. In all such cases san- 
itary provisions and adequate ventilation must be 
provided. 

Decontamination 


It is essential to prevent the direct admission 
to hospital of casualties who have been contam- 
inated with persistent gas, such as mustard gas, 
and to exclude gas-contaminated articles from the 
main hospital buildings. 


The first step in the process of decontamination 
is to get rid of soiled outer clothing before the pa- 
tient is admitted to hospital. For this purpose 
it will be necessary to provide shelters outside 
the hospital buildings, one for men and one for 
women, in which the outer clothing can be re- 
moved and deposited in bins for decontamination 
or destruction. 


After outer clothing has been removed patients 
will require to have contaminated areas of skin 
cleansed. For this purpose there should be sep- 
arate facilities for each sex. Shower baths are 
useful but there must also be provision for cleans- 
ing patients who are unable to use a shower bath. 


The shelter need only be a simple temporary 
structure of wood or even canvas. It should be 
connected to the cleansing rooms by a short tem- 
porary passage. 


Lighting Restrictions 


Lighting restrictions become an obligation on 
the whole community during an emergency, and 
are not peculiar to hospitals. Hospitals have a 
particular difficulty in the number of their win- 
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dows, and it is not considered that they need at- 
tempt to curtain all of them in anticipation of an 
emergency. Lighting by night would be essential, 
however, in the wards, operating rooms, and 
kitchens, and probably also in the laundries, and 
preparations should be made in peace-time for fix- 
ing curtains in these rooms at short notice. This 
can be done with some cheap material as black, 
close woven cloth fastened by rings and hooks. 
In other parts of the building, where a very little 
light is enough, brown paper pasted on the win- 
dows not only screens a dimmed light, but lessens 
the risk of injury from splinters. Or the windows 
can be darkened with black paint. Paint or paper 
will be adequate, however, only if the light is 
dimmed, and colored eleetric light bulbs, or ordi- 
nary bulbs sprayed with paint, must be used wher- 
ever curtains have not been provided. 


Failure of Electricity Supply 


In modern hospitals electric generating sets 
have in some cases been installed, and certainly 
every operating suite should be equipped with 
emergency lighting for its normal peace-time pur- 
poses. If practicable a generating set should be 
provided to maintain essential services. If there 
is emergency lighting only in the operating rooms, 
in other parts of the hospital dependence would 
have to be placed on night lights, candles, and hur- 
ricane lamps. Ordinary oil lamps should not be 
used owing to the danger of fire. Electric torches 
or other forms of battery lamps should be avail- 
able for the use of doctors and nurses. 


Planning and Construction 
of New Hospitals 


Extensions of Hospitals 


The measures detailed below for new hos- 
pitals would be generally applicable to new build- 
ings forming extensions of existing hospitals, but 
when a major extension of a hospital in a danger- 
ous position is contemplated, the alternative of 
building a completely new hospital on a safer site 
should be considered. 


The Site 


Structural precautions can never compare in 
effectiveness with the selecting of a suitable site 
in a relatively safe area. The best safeguard 
against air attack is to place a new hospital as 
far as is practicable from densely populated or 
closely built-up areas, and from any factory, docks, 
or other undertaking which might be the object of 
special attack. Account should also be taken 
of the probable direction of encroachment of 
the town on the country, with the object of insur- 
ing that a new hospital shall retain as long as pos- 
sible the advantages of a relatively isolated po- 
sition. 
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Vertical vs. Horizontal Structures 


A compact multi-storied building covering a 
small area offers a smaller target than a low 
spread-out building, and the lower stories are pro- 
tected from incendiary bombs by those above. On 
the other hand, a direct hit does more extensive 
damage to a compact building than to a spread-out 
building, and the danger from fire in the former 
type is much more serious. Since it is doubtful 
on which side the balance of advantage lies, 
air raid precautions need not be a determining 
factor in the choice between the two forms of 
planning. 

Structure 


It is considered that a steel frame building is 
the type that will offer the greatest resistance to 
blast pressure and will be the least likely to col- 
lage completely. The resistance of the building 
to blast pressure will be increased if the floors 
are firmly secured to the framework. 


For protection against splinters the outer walls 
of the first and second stories should have a min- 
imum thickness of 1314 inches of a brickwork, 
1514 inches if the walling is hollow, and 12 inches 
if of reinforced concrete. 


The floors should be of solid reinforced concrete 
construction. 


The roof should be constructed of solid rein- 
forced concrete at least 5 inches thick. This will 
prevent penetration by incendiary bombs of 21, 
lbs. weight and cause them to break and ignite 
on the surface, and will also afford some protec- 
tion against anti-aircraft shell splinters. 


The buildings should be of fire resisting con- 
struction throughout. As many solid cross walls 
as practicable should be provided. Staircases and 
separate elevator shafts should be enclosed. 


The following features should be avoided as far 
as practicable: (a) enclosed courts or light-wells, 
which increase the risk of damage by blast from 
bombs falling in the enclosed space, and which 
may form pockets of gas; where such enclosed 
courts are unavoidable, all enclosing walls should 
be carried down to the level of the lowest floor, 
and openings in such walls should be as small and 
few as possible; (b) high chimneys and parapets; 
heavy architectural features, such as heavy cor- 
nices and pediments, large gables or towers above 
roof levels; (c) roof lights with top glazing, other 
than those of the pavement-light type of sufficient 
strength to carry sandbag protection; (d) heavy 
objects (such as safes, tanks or large cooking 
stoves) on upper floors, unless specially supported 
by the framework of the structure. 
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Windows 


From the point of view of air raid precautions 
windows should be small, and the sills should be 
six feet from the floor. In these respects the pre- 
cautionary requirements conflict directly with the 
generally accepted principles of hospital ward de- 
sign and should, normally, take a secondary place. 
While, however, small windows with high sills 
cannot be recommended, it is open to question 
whether windows need be of the very large size 
which has sometimes been adopted, especially in 
recent years. 


It has already been explained in the section 
on existing hospitals that in areas subject to re- 
peated raids almost all windows of the ordinary 
type will inevitably be shattered, and that com- 
plete protection cannot be given by shuttering of 
practicable thickness. In these circumstances it is 
for consideration whether windows should not be 
made to open flat against the wall; or so designed 
that they can simply be removed and stored for 
the time being, as suggested in a previous 
paragraph. 

Operating Rooms 


Roof lights should be avoided and the windows 
so designed that they may be readily blocked up 
in the event of war. In large hospitals especially, 
it would be desirable to designate rooms in as 
safe positions as possible which could be used as 
additional or alternative operating rooms in war 
time. Consideration should be given to this when 
new hospitals are designed, although it is not 
suggested that rooms with no sufficient peace 
time use should be specially constructed for the 
purpose. 


Operating suites are normally provided with 
mechanical ventilation and in order to eliminate 
danger from gas an adequate gas filter should be 
provided. The filter used should comply with the 
standards prescribed for the use of air filtration 
plants. 


Mechanical Services 


The distributive services for gas, water, and 
electric power and light should be so designed 
that any damaged section could be cut out without 
affecting the rest of the building. Control valves 
(clearly marked) should be provided so that water 
and steam services in shelters can be shut off, 
or in any place where a burst would be particularly 
dangerous, on receipt of a warning. Ample stor- 
age of water should be available on the site. 


The water supply system, taps, and emergency 
connections should be arranged in such manner 
that a supply of water through hoses or otherwise 
can easily be directed to any part of the building. 
Such connections should be provided both on the 
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pressure rising main and on the draw-off branch 
from the roof supply tank for use in the event of 
- the main supply being cut off. 


Decontamination 


It has already been explained in a previous para- 
graph that precautions must be taken to prevent 
the direct admission to hospital of casualties who 
have been contaminated with persistent gas, and 
to exclude gas contaminated articles from the 
main hospital buildings. The remarks in that 
paragraph apply generally to new hospitals and 
no elaborate structural provision for this purpose 
is necessary. In planning a hospital, however, the 
requirements should be kept in mind so that the 
necessary facilities could be made readily avail- 
able. 


Shelter Accommodation 


As already suggested, shelter accommodation 
should be provided at hospitals in dangerous areas 
for any staff not required elsewhere, and for such 
patients as might be able to use it. 


In designing new hospitals ample provision 
should always be made for basement space for 
peace-time purposes, and steps should be taken 
to make the basement suitable for an air raid 
shelter. With this in view the following consid- 
erations should be taken into account: (a) the 
basement should be so situated in relation to water 
mains and sewers that there is no risk of flooding 
if these are damaged by an explosion; (b) in dis- 
tricts which would be liable to flooding in the 
event of damage to river banks or river walls, 
measures should be taken to keep the water out of 
the building; (c) external retaining walls below 
ground level should be not :less than 18 inches 
thick, to afford a measure of protection against 
the earth impulse of bombs exploding near the 
building; (d) the roof of the shelter should be 
so designed that it will withstand the fall of debris 
in the event of the super-structure collapsing. In 
addition to the normal loading the roof of any 
shelter accommodation should, where the building 
has either a steel or concrete frame, be capable of 
carrying 200 Ibs. per sq. ft. irrespective of the 
number of stories above the roof of the shelter— 
and in the case of other buildings—200 lbs. per sq. 
ft. if there are two stories above the roof—300 
Ibs. per sq. ft. if there are four stories above the 
roof—400 Ibs. per sq. ft. if there are more than 
four stories above the roof; (e) there should be 
ample entrances and exits to admit of rapid occu- 
pation or evacuation, and alternative exits should 
be placed as far apart as possible to reduce the 
chance of all exists being blocked by debris. A 
tunnel exit is an advantage; the mouth should be 
at least 30 feet distant from the building; (f) the 
ceilings of shelters should not be plastered, as 
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the plaster would be likely to fall owing to vibra- 
tion or shock. 


If the shelter accommodation cannot be pro- 
vided below ground, the ground floor is better than 
any floor above it. Alternatively trenches or 
arched steel shelters can be provided in the 
grounds. 

Sorting and Aid Stations 


Experience in England has demonstrated the 
need for hospitals to provide, in close proximity, 
aid posts equipped for emergency surgery, located 
in basements of concrete buildings, made gas- 
proof, and stout enough to withstand collapse of 
the building. Several protected entrances should 
be provided, for one or more may be blocked by 
debris. Provision must be made for: (a) wounded 
or gassed who are not contaminated with per- 
sistent gas; (b) wounded or gassed who are con- 
taminated; (c) unwounded persons who are con- 
taminated with persistent gas. 


The work of these stations must be carried on 
during an attack and they are intended first, to 
render immediate aid of whatever nature required, 
and second, to relieve the hospital of the sudden 
influx of unsorted cases at critical moments. As 
quickly as possible after attacks all transportable 
cases in aid stations requiring further treatment 
should be evacuated to nearby zone hospitals. It 
has been estimated by a competent American 
Naval Observer* that of one thousand air raid 
casualties there will be an average of 300 killed, 
100 walking and 600 seriously injured. Thus, the 
number of slightly injured who can be evacuated 
to their homes or to underground rest areas will 
be relatively small and hospitals must be prepared 
to care for a considerable number of seriously in- 
jured cases after each attack. Priority of trans- 
fer will depend upon the nature and severity of 
the wounds. 


The transportation of patients from aid stations 
to zone hospitals presents a grave problem in- 
volving consideration of the blockage of streets 
by fires, debris, by groups of panic stricken people 
and by bomb holes. The hospital will, of course, 
be dependent upon other agencies to clear routes 
for ambulances and stretcher bearers, but it would 
seem to be the responsibility of the zone hospital 
to provide carefully instructed and intelligent first 
aid men equipped with litters, light splints, 
blankets and quantities of dressing materials. 


Evacuation 


Hospitals which cannot adequately protect 
themselves against the perils of air raids should 
formulate plans in anticipation of the necessity 


*Johnson, Capt. L. W., M. C., U. S. N., Medical and Sanitary 
Care of the Civilian Population Necessitated by Attacks from 
Hostile Aircraft. The Military Surgeon, Vol. 88, No. 1, 1941 
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for complete evacuation. It may be necessary for 
zone hospitals to erect new buildings in rural 
areas, so located as to be effectually concealed 
from observation from enemy aircraft. All of 
the precautions indicated for the permanent zone 
hospitals are applicable to these outlying build- 
ings and additional accommodations should be 
here available for mental cases, communicable dis- 
eases and children. 


In Conclusion 


An effort has been made herein to present some 
of the dangers to which hospitals in vulnerable 
areas are exposed from aircraft attacks and to 
suggest certain practical means which have proved 
useful by other countries in protecting these in- 
stitutions. In the planning of new hospitais many 
protective measures may be taken in both design 
and the use of materials which will make these 
institutions safer from attack, but since we are 
more immediately concerned with the protection 
of hospitals already in existence, emergency meas- 
ures have been stressed. 

In summary, the following measures must re- 
ceive the careful consideration of all hospitals 
located in areas likely to be exposed to aircraft 
attacks: 

1 Provide every possible protection of the pa- 
tients against fire, missiles, and collapse of the 
building by the use of shoring, sand bags, removal 
or covering of glass, etc. 


2 Provide adequate and dependable emergency 
lighting, heating, power and water supply and 
effective means for preventing damage by rup- 
ture of water and gas mains, sewers, steam lines 
and electric conduits. 


3 Provide adequate protection of drugs and 
supplies, food and its services, kitchens and laun- 
dries from gas, fire, and water. 


4 Provide for first aid and sorting stations 
within the hospital zone area and for the trans- 
portation and reception of patients at the hospi- 
tal, with safe decontamination facilities for male 
and female patients. 


5 Provide protection for entrances for unload- 
ing supplies and patients and tunneled exits some 
distance from the main structure. 


6 Provide means for fire fighting and emer- 
gency repair crews, with adequate facilities for 
meeting emergencies. 


7 Adequate operating room facilities on the 
main floor or basement fully protected against gas 
and the effects of fragmentation, blast or the 
penetration of bombs. 


8 Advance planning of organization, training 
of personnel, the perfection of methods of caring 
for the casualties and the protection of the hos- 
pital against attacks, is imperative if hopeless 
confusion and complete disorganization are to be 
avoided when emergencies arise. 





Fire Extinguishers 


Fire extinguishers that have outlived their use- 
fulness should be discarded. Otherwise they may 
fail in the hour of need and let fires that should 
have been extinguished get out of control. 


A fire extinguisher, which is not in good oper- 
ating condition, is worse than none at all. 


The soda acid type, which is most used by 
hospitals, is the one type that is most liable to 
deterioration if neglected. They should therefore 
be tested, emptied, cleaned and recharged at in- 
tervals of not more than a year. To each extin- 
guisher there should be attached a tag showing 
date of last inspection and recharging. The test- 
ing and charging should be done by some one 
familiar with the various types. In the larger 
cities there are regular “recharging service” com- 
panies, and in most cities the Fire Department 
will gladly test the extinguisher and give any 
designated employee full instructions as to clean- 
ing and recharging. 


The plunger type of hand extinguisher needs 
testing in the same manner as the soda acid type 
to make sure that it is fully charged and that its 
mechanism is in working order. 


The glass bomb type does not require any clean- 
Ing or recharging, but they should occasionally be 
Inspected to see that they are in place and intact. 
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Age, in itself, does not disqualify a fire extin- 
guisher. Many a 20-year old extinguisher, that 
has been properly maintained, is just as good 
today as it ever was. In general, however, old 
fire extinguishers should be inspected by com- 
petent extinguisher service men, and, perhaps, 
subjected to special tests in order to determine 
their fitness for further use. 


Even fairly new extinguishers may be defective ~ 
because of corrosion, freezing, or rough handling, 
and cases are known where the shells have been 
worn too thin through excessive polishing. Such 
extinguishers should be removed from service, 
as it is uneconomical to attempt to repair them. 


Special attention should be paid to extinguishers 
that do not carry the Underwriters’ Laboratories 
inspection label. Many of these were made with- 
out reference to standards now accepted and may 
prove unreliable. 





Anesthetic Explosions—Their Incidence 
and Prevention 


WARREN P. MORRILL, M.D. 


of the newer hydrocarbon inhalant anesthetics 

have led to so much adverse publicity as to 
cause many hospitals to hesitate in adopting them 
or even to discontinue their use after having 
adopted them. Anesthetists and surgeons alike 
agree that these anesthetics possess real and, in 
some cases, outstanding advantages to the patient 
as well as to the surgeon. There is among a great 
many surgeons and anesthetists a feeling that so 
far as the patient’s welfare is concerned their ad- 
vantages far outweigh their hazards and that 
their discontinuance has in many instances re- 
sulted from the fear of the adverse effect on 
public opinion following the occasional explosion 
rather than the hazard to the individual patient. 


Te explosions resulting from the use of some 


In view of the question if the publicity resulting 
from explosions may not have been more of a 
factor than their actual hazard to the patient, in 
determining whether or not they should be used, 
the Board of Trustees of the American Hospital 
Association authorized the Council on Hospital 
Planning and Plant Operation to undertake a 
statistical study to determine as nearly as pos- 
sible the extent of the hazard involved in their 
use. 


The most comprehensive study of the rate of 
Incidence of Anesthetic Explosions which has 
previously been published is that of Dr. Phillip 
D. Woodbridge in the Journal of the American 
Medical Association for December 23, 1939, en- 
titled “The Incidence of Anesthetic Explosions.” 
Doctor Woodbridge’s reports gave explosion and 
fatality rates as shown in Table I. 


In view of the fact that Doctor Woodbridge’s 
reports were from fully trained physician anes- 
thetists the question arose if they might not rep- 
resent an optimum rather than an average ex- 
perience. 


The questionnaire on which this study is based 
was sent to 623 hospitals carefully selected to 
represent a fair cross section as to bed capacity 
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and as to geographical distribution for the entire 
United States. The questionnaire carried no iden- 
tifying data in. the hope that anonymity might 
promote a more complete response. The ques- 
tionnaire asked for data for 1938 and for 1939 
separately, covering the number of administra- 
tions of each of the following anesthetics, ether, 
N,O-Ether-O, ethylene, and cyclopropane, the 
number of explosions of each and in each explo- 
sion the apparent source of ignition, the extent 
of property damage, and injury to personnel or 
patient. 


The analysis is based on the 400 replies received 
within a reasonable length of time, and does not 
include seventeen received too late for analysis. 
The 400 analyzed were divided almost equally into 
three groups, hospitals of less than 75 beds, of 75 
to 200 beds, and of more than 200 beds. 


It is noticeable that the “Less than 75 bed” 
group had no explosions in 1938 and the lowest 
rate in 1939. This is coincident with a much lower 
rate of use of both ethylene and cyclopropane. 
Also that the ‘“75 to 200” group had a higher rate 
in 1938 than the “over 200” group and the highest 
of all three groups in 1939. 


It is noticeable that while the use of N,O-Ether- 
O. remained constant for the two years the use of 
ether declined from 40.7 per cent in 1938 to 38.1 
per cent in 1939, and the use of ethylene declined 








Table I 
Adminis- No. Rate per ; 
trations Ex. pl. 100,000 Adm. Killed Injured 
Ether 1,795,342 31 1.78 = 0.81 1 5 
ier (13) 
326,798 8 
mae (2) 
Cyclopropane 259,785 10 
(0) 
*The * indicates that total number of administrations 
had not yet been reported. Figures in parenthesis indi- 
cate number of explosions from those hospitals which did 
not report number of administrations. 








Ethylene 2.44 + 0.86 





3.85 + 1.22 1 
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Table II 


Table II gives the number of administrations of each anesthetic and the ratio of use of each to the total of all 
anesthetics, broken down by size of the hospital and the two years reported separately. 


1938 
Ether E-N:-O-0-0: Ethylene Cyclopropane Total 
. 21.769 18.031 3.145 2.925 51.870 
53.6% 34.6 6.1 5.6 100.0 
. 55.131 48.050 12.793 17.474 133.348 
41.3% 35.9 9.8 13.4 100.0 1/66.674 
. 109.808 106.698 28.326 43.071 287.903 2 
38.5% 36.4 9.9 15.2 100.0 1/143.951 


. 192.708 172.779 44.264 63.470 473.121 4 
40.7% 36.5 9.4 15.4 100.0 1/118.280 


Size of Hospital 
Less than 75 beds 


Explosions 





75 to 200 beds 


200 .beds or more 











1939 


Ether E-N.-O-O-0: Ethylene Cyclopropane . Total Explosions 


. 29.043 20.228 3.877 3.877 56.712 1 
5.6% 35.5 6.2 6.7 100.0 1/56.712 
. 59.314 52.526 12.770 20.918 145.528 4 
40.7% 36.1 8.8 14.4 100.0 1/36.382 
. 111.891 119.509 32.325 60.458 324.183 6 
34.5% 36.9 10.0 18.6 100.0 1/54.021 


. 200.248 192.263 48.659 85.253 526.423 11 
38.1% 36.5 9.2 16.2 100.0 1/47.865 


Size of Hospital 
Less than 75 beds 





75 to 200 beds 


200 beds or more 











from 9.4 per cent in 1938 to 9.2 per cent in 1939 
while the use of cyclopropane increased from 13.4 
per cent in 1938 to 16.2 per cent in 1939. Also 
that the 75-200 bed group of hospitals had the 
highest explosion rate for each year although in 
each year that group showed the median rate of 
use of ethylene, cyclopropane, and N,O-Ether-O.. 


Table III shows the details of all explosions 
reported. There is not much confidence to be re- 
posed in the apparent predominance of physician 
anesthetists as it is felt that many hospitals re- 
ported as a physician anesthetist, a physician who 
was in the habit of giving anesthetics but not 
necessarily one having had adequate training to 
qualify him as a specialist in that field, or for 
acceptance by any national body having definite 
standards for such qualification. 


In this connection it should be noted that Dr. 
Barnett A. Green, in his report as Chairman of the 
Committee on Anesthetic Hazards, American So- 
ciety of Anesthetists, Inc., has this to say. 


“It may seem surprising to find the high 
proportion of physician anesthetists involved, 
but this is easily understood when we note 
that many of these physician-anesthetists 
were interns, who in most hospitals today, we 
must admit, possess less knowledge of anes- 
thesia usually than do nurse-anesthetists. .. . 
Furthermore, we have found that a very large 
percentage of specialists in anesthesiology 
have long neglected the practical application 
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of the most elementary methods of static 
prevention.” 


The small number of explosions reported for 
1938 as compared to 1939 is again difficult to ex- 
plain. It is significant to note that of the 11 ex- 
plosions reported for 1939, four were of ether 
alone and two were of N,O-Ether-O, while the two 
fatalities reported were from ether-cyclopropane 
and resulted from the only two explosions involv- 
ing this combination of anesthetic agents. 


It should also be noted that of the 10 explosions 
in which the source of ignition was determined six 
were from static electricity, three were from the 
power circuit connections or equipment and one 
from live cautery. This distribution of the sources 
of ignition corresponds quite closely with that 
found in other similar studies. 


Admittedly the number of explosions reported 
does not justify the drawing of any definite con- 
clusions, but the fairly close correspondence of 
the rates as shown for 1939 and in Woodbridge’s 
study involving almost three million administra- 
tions would appear to be entitled to serious con- 
sideration even if not finally conclusive. 


The combined bed capacity of all the hospitals 
replying to the questionnaire was 76.027. The 
Census of Hospitals of the American Medical As- 
sociation for 1939 reports a total of 469.039 beds 
in the categories questioned, that is, general hos- 
pitals and special hospitals admitting comparable 
clinical cases. If we accept the rate of one explo- 
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sion per 6336 of bed capacity as shown by the 1939 
data this would indicate a total of 74 explosions 
as having occurred in 1939 and a total fatality (1 
fatality per 5.5 explosions) of between 13 and 14. 


In facing the question of whether to adopt or 
continue the use of ethylene and of cyclopropane, 
the individual hospital should consider not only 
their hazards relative to other inhalant anes- 
thetics, but also the fact that the choice may lie 
not between cyclopropane or ethylene as compared 
to ether, for instance, but in cases in which the 
patient’s condition definitely contra-indicates 
ether the choice may be between ethylene or cyclo- 
propane on the one hand and some of the paren- 
teral anesthetics on the other. It should also be 
noted that the ether explosion rate very closely 
approximates that for ethylene. 


As a result of the studies undertaken by Dr. 
J. Warren Horton of the Massachusetts Institute 
of Technology, there is now reason to hope that 
further studies may reduce the hazards of these 


more explosive anesthetics. Already the questivn 
of static electricity as a source of ignition is gaiii- 
ing recognition and protective measures are beiiiz 
instituted. The hazards of defective electric 
equipment are so well known that there is no 
longer any justification for permitting its use. 
And last but not least research on the anesthetic 
agents themselves have developed new technics 
for their use which promise to very much increase 
the zone of safety in their use. 


Prevention 


There are two elements necessary to cause an 
explosion, a substance sufficiently flammable to 
burn with explosive violence and a source of 
ignition. These facts point to two possible meth- 
ods of control—the use of less combustible anes- 
thetic agents and the elimination of sources of 
ignition. Combustion can only exist when there is 
available not only the combustible substance but 
oxygen in a sufficient proportion to support its 








Table III 
Detail of 15 anesthetic explosions reported by 400 hospitals in 1938 and 1939 


Size of 
Hospital Anesthetic Anesthetist 


Ignition 





Damage 





Personnel Property 





196 N:.0 Ether N.A. 


Live Cautery 


None Mask and tube 





616 Cyclopropane P.A. Static 


Patient: Slight Valves, Tube 
Pulmonary Hemor- and bag 
rhage. Recovered 





187 Ether P.A. 


Motor or Switch None None 





225 Ether P.A. 


Spark from None 
suction pump 


Slight damage 
to linen 








Size of © 


Damage 
Go 





Property 


Hospital 


Anesthetic 


Anesthetist 


Ignition 


Personnel 





129 


Ether 


N.A. 


Live Cautery 


Slight burn on 
patient’s face 


None 





120 


Cyclopropane 
and Ether 


P.A. 


Static as 
anesthetist shut 
off machine 


Fatal to patient 


None 





668 


Ether 


P.A. 


Ether insufflated 
into motor 


None 


None 





850 


Ethylene 


P.A. 


Undetermined 


None 


Trifling 





65 


N.0-0:Ether 


P.A. 


Static 


Singed hair on 
patient’s face 


Blew out 
tubing 





Not stated 


N.A. 


Static: failure 
to wash out bag 


None 


None 





N:.0-O-Ether 


Spark from 
electric plug 


Surgeon, anesth. 


and patient 
slightly burned 
on face 


Not stated 





Ether 


Static from 
suction machine 


None 


Machine . 
beyond repair 





Ether and 
Cyclopropane 


Static in 
machine 


Fatal to patient 


Rubber fittings 
ruptured, 
valve bent 





Cyclopropane 
and Oxygen 


Static anesthetist 
to stop cock 


None 


Ruptured 
breathing bag 





Motor or switch 


None 


None 





Ether 
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Table IV 





Table IV compares the explosion rates per 100,000 ad- 
ministrations as found in the present study and as reported 
by Woodbridge. 
198S-——-. -___1989 Woodbridge 

Admin. Rate Admin. Rate Admin. Rate 
Ether 192.708. 1.04 200.248 2.0 1,795.342 1.73 
Ether-N.0-O 172.779 1.73 192.263 1.04. ...... * 
Ethylene 44,264 0 48.659 2.05 326.798 2.44 
Cyclopropane 63.470 1.58 85.253 3.54 259.785 3.85 


*Not reported. 

















combustion. But since the metabolism of the body 
itself involves a form of combustion, it is apparent 
that the oxygen element must always be supplied 
in a quantity sufficient to support the physiologic 
processes of the body. 


The only remaining method of eliminating the 
combustibility of anesthetic substances is to find 
an agent which is not combustible in the presence 
of such amounts of oxygen as are necessary to 
meet the body’s physiologic needs. 


Nitrous oxide is not combustible in the presence 
of oxygen, but its anesthetic action is of a type 
which might be called asphyxial rather than ac- 
tive, and thus has distinct limitations as a general 
anesthetic. When a combustible agent, such as 
ether, is added as an adjuvant, the mixture be- 
comes quite as explosive as if no nitrous oxide had 
been used. All other anesthetics thus far discov- 
ered, which have sufficient volatility for use as 
inhalant anesthetics are of the lower hydrocarbon 
series, a group of substances all of which are 
highly combustible in a wide range of concentra- 
tions. 


In connection with the search for anesthetic 
agents of lower combustibility, Doctor Horton 


. recently reported: 


“A different phase of the problem now 
claiming much interest, is the fact that mix- 
tures of an explosive gas, oxygen 20 per cent 
or more, and a third gas, either another ex- 
plosive gas or a neutral gas such as helium 
or nitrogen, may produce a broader non-ex- 
plosive but anesthetic zone than is possible 
with oxygen plus but a single explosive anes- 
thetic gas. Thus, for instance, a mixture of 
40 per cent ethylene with 60 per cent oxygen, 
or of 25 per cent cyclopropane with 75 per 
cent oxygen is highly explosive. But of a 
mixture of 20 per cent cyclopropane, 50 per 
cent ethylene, and 30 per cent oxygen the 
region of deep anesthesia or of 10 per cent 
cyclopropane, 65 per cent ethylene and 25 per 
cent oxygen—the light anesthesia region ° 
neither is explosive.” 
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This principle has not yet been developed to an 
extent which indicates how practical it may be 
for incorporation into the technic of anesthetic 
administration, nor what refinements in equip- 
ment it might require. 


Ventilation 


Since it is not possible to prevent the occurrence 
of explosive concentrations at some points in the 
operating room, and since both ether and cyclo- 
propane are heavier than air, and thus tend to 
sink toward floor level, it is apparent that without 
air movement in the room, the accumulated gases 
escaping into the air will gradually increase their 
concentrations or form pools or pockets which 
may reach explosive concentration. A logical safe- 
guard against such accumulations is an active 
ventilation of the operating room with incoming 
air admitted near the ceiling and with outgoing 
air collected at or near the floor. The ventilation 
should be sufficient to provide at least twelve air 
changes per hour and to supply at least twenty 
cubic feet of air per person per minute. 


Ethylene, having a specific gravity so close to 
air (0.97), has not so much tendency to form 
pockets or pools, but in any case the ventilation 
rate above specified will remove it from the gen- 
eral atmosphere with sufficient rapidity to prevent 
any accumulation of the gas in sufficient amount 
to be hazardous except in the near neighborhood 
of the point of its release from the anesthetic 
equipment. 


The Hazardous Zone 


The above considerations suggest that the zones 
in which an explosive concentration of gases may 
exist are quite limited, both in location and in ex- 
tent. It has been suggested that the precautions 
necessary to prevent ignition of accumulations of 
these gases might be limited to the zones in which 
such dangerous concentrations are likely to exist, 
for instance, a zone within five feet of the floor or 
within three feet of any part of the anesthetic 
equipment. Theoretically this seems possible. But 
actually, the opening of a door might cause a draft 
that would carry the gases into some unusual 
zone or a momentary lapse might result in moving 
an. unsafe piece of apparatus into a dangerous 
zone. The precautions necessary to protect the 
entire operating room are so little different from 
those required for protection of the hazardous 
zone that it is believed the part of wisdom to con- 
sider the entire operating room as a “hazardous” 
zone, against the possibility of some momentary 
disturbance of the normal atmospheric conditions, 
or inadvertent break in technic. 


It is believed that precautions for the control 
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of sources of ignition should be extended outside 
the entrance to the operating room for a distance 
of at least ten feet in each direction in order to 
avoid the possibility of stray gas currents from 
the operating room, or from the patient’s exhala- 
tions. In those cases in which a separate anes- 
thetic room is used, both the anesthetic room itself 
and the entire route from the anesthetic room to 
the operating room must also be considered a part 
of the hazardous zone and subject to all the safe- 
guards recommended for the operating room 
itself. 


Static Electricity 


A study of reported explosions indicates that 
static electricity outnumbers all other sources of 
ignition concerned in operating room .explosions 
in a ratio of two or possibly three to one. It is 
therefore the logical and most important point of 
attack. 


Dr. Barnett found the sources of ignition in 230 
fires and explosions to be as follows: 

X-ray apparatus 

Cautery apparatus 

Diathermy apparatus 

Suction pressure machines 

Endoscopic apparatus 

High pressure explosions 

Static . electricity 

Miscellaneous 


Since this report does not give the dates, it is 
believed fair to assume that any hospital alert to 
the hazards involved has largely eliminated those 
due to x-ray apparatus, cautery and diathermy by 
simply interdicting their use in the presence of 
combustible anesthetic agents. The same is prob- 
ably true in a measure in the case of suction 
pressure machines. 


Static is produced by friction between non-con- 
ductive objects and when so produced will con- 
tinue to accumulate on their surfaces until such 
time as the charge bearing object is brought into 
contact with an object bearing a lesser charge, 
or such close relation thereto that the difference 
in potential is sufficiently great to enable the 
charge to overcome the resistance of the interven- 
ing air in which case the charge will “jump the 
gap” and in so doing will produce a spark. The 
extent of the gap such charges will “jump” may 
be so small that the spark is invisible to the eye 
or they may be of such extent as is observed as 
lightning between clouds in an electric storm. 


Under operating room conditions static voltages 
have been observed as follows: 


A man wearing leather soled shoes taking four 
steps on a dry tile floor showed a charge of more 
than 500 volts; an anesthetist seated on a rubber 
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cushioned stool developed a charge of 5000 volts: 
the tucking of a woolen blanket about the patient, 
and the friction of a woolen dress against the 
drapes have each developed sparks of sufficient 
intensity to cause the explosion of anesthetic 
gases. Even the friction of gas passing through a 
non conductive rubber tube may likewise develop 
a charge of sufficient intensity to result in ignition 
of inflammable gases. 


Control of Static 


Static as produced under ordinary conditions is 
of very low potential and probably cannot be en- 
tirely avoided. It is the lack of a free conductive 
path to prevent its accumulation that offers the 
real hazard. The stream must be dammed before 
it can produce a pool. 


It is toward a freely conductive path to ground 
to prevent its accumulation that control in the 
operating room must be directed. It must start 
with the assumption that every object or person 
in the room may produce static and that the con- 
ductive path from such source to ground must be 
uninterrupted. Since static is produced by friction 
it is apparent that it is only the movable objects 
which require consideration, and this includes 
every movable object from the operating table, 
stretchers and tables to persons and the smallest 
textiles used either as clothing or drapes. These 
objects may be generally grouped as conducive, 
such as metals, or objects with a high moisture 
content—water itself being a good conductor—and 
non-conductive such as rubber, wool, silk, acetate 
rayon (sharkskin), leather, if dry, paint, or wood. 
Since every movable object in the room is in con- 
tact, directly or indirectly, with the floor it is 
apparent that if the floor covering is conductive 
and directly connected to the ground, it only re- 
mains to be certain that every object in the room 
has a freely conductive path to the floor. 


Conductive Floors 


The earliest example of a conductive floor is a 
large sheet of steel covering the floor to the outer 
area of the table and the working space around it. 
This was supplemented by the use of metal chain 
connections from the table, the anesthetic machine 
and similar objects to a convenient water pipe. 
While this metal surface provided an entirely sat- 
isfactory conductor, it was not an entirely satis- 
factory working surface. 


Soon after this came the so-called gridded floor 
construction consisting of metallic strips stood on 
edge in a terrazzo or tile floor, the grid strips in 
turn being connected to ground. In order to pro- 
vide a connection from apparatus to the grid 
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strips it was customary to equip the major pieces 
of movable apparatus with drag chains in the 
hope that some part of the drag chain would be 
in contact with the metal grid strips. It is appar- 
ent that this was a somewhat haphazard arrange- 
ment for the reason that there was no certainty 
that these drag chains would always be in contact 
with a grid strip particularly where the grid 
strips were not placed close together. Thus re- 
cent tests have shown that with a point of con- 
tact on terrazzo one inch from a grid strip the 
terrazzo has insufficient conductivity to permit the 
current to reach the grid strip. 


The latest development in floor materials is a 
floor covering of rubber which is highly conduc- 
tive and in which is embedded a metallic screen 
in such a manner that at no place is there a dis- 
tance greater than 1/16 inch from the surface of 
the rubber to the metallic screen material. The 
metallic grid is in turn connected to a ground and 
it-is thus made impossible for any object in elec- 
trical contact with the floor, to accumulate a 
charge of static of sufficient potential to develop a 
discharge spark. 


There is also said to be under development a 
plastic floor material which is expected to have 
sufficiently conductive properties to serve the 
same purpose. 


It has been proposed that in the case of exist- 
ing terrazzo or tile floors mopping with a 2 per 
cent to 4 per cent solution of calcium chloride 
would impart sufficient conductivity to the sur- 
face to provide a free path for the dissipation of 
static. Such data as are at present available in- 
dicate that this may be effective, but that the 
action is so variable as not to be dependable for 
the purpose. 


Operating Room Equipment 


Having provided a conductive floor adequately 
grounded the next step is to provide a free path 
from the point of origin of the static to the floor. 
The human body and all metals provide such a 
path provided their connection to the floor is 
adequately conductive. Since the tires of wheeled 
equipment, the leg tips of stationary equipment 
and frequently the soles of shoes are of the ordi- 
nary non-conductive rubber, it is evident all ob- 
jects so shod are effectively insulated and the 
conduction path interrupted. The conductive path 
may be reestablished either by the use of a dangle 
chain as described above or by the use of some 
conductive material for tires on wheeled equip- 
ment, chair and table tips, and shoe soles. To 
date the most satisfactory material for use as 
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tires for casters and wheels, and for tips for the 
feet of stationary equipment has been found to 
be conductive rubber. This same conductive rub- 
ber is also the material of choice for the rubber 
hose used in connection with the gas machine and 
its accessories, for the covering of table pads, 
cushions, etc. It has been determined that non- 
conductors such as rubber gloves, silk hose, etc., 
which are in intimate contact with the skin of 
the wearer do not accumulate sufficient static to 
become hazardous. The same is not true, however, 
of outer clothing, drapes, etc., which are not in 
intimate contact with the body or other conductive 
objects. 


Conductive Shoes 


A great deal of difficulty was experienced in 
the development of a shoe sole which was ade- 
quately conductive. The conventional leather 
soled shoe has been shown to have a highly vari- 
able conductivity not only from day to day, but 
even from hour to hour during the day depending 
apparently on the amount of moisture contained 
in the leather at the time it is tested. One method 
of meeting this problem has been the installation 
of specially designed volt meters at every en- 
trance to the operating room. These meters were 
connected to two floor plates on which each per- 
son entering the room is expected to step for test. 
This meter then registers the amount of the 
static charge carried by the individual and the 
dial is so arranged as to register as whether the 
individual’s charge is in the Safe, Questionable, or 
Dangerous zone. If in the Questionable or Dan- 
gerous zone, the charge may be discharged by 
making contact with any convenient conductive 
and grounded object. 


Several manufacturers have claimed to have 
perfected conductive soles for their shoes, but 
none have yet received the approval of Under- 
writers Laboratories, either as to conductivity 
when new or as to duration of such conductivity 
as they may have when new. Pending the de- 
velopment of such a shoe, there is said to be avail- 
able a combination of a conductive inner sole and 
dangle chain which might serve the purpose. 


Humidity 


In some of the recent efforts to control static 
electricity the maintenance of a relative humidity 
of 60 per cent to 65 per cent was regarded as an 
adequate safeguard. This method had had a long 
trial period in several types of industrial appli- 
cations and seemed to be the answer. But an 
explosion proved to be due to ignition by static 
and in an atmosphere proved to have had a 
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relative humidity of 65 per cent led to an investi- 
gation which has raised some question as to how 
much reliance can be placed on humidity alone 
as a protection against static. The theory on 
which this method was based was that with a 
relative humidity of 60 per cent to 65 per cent 
sufficient moisture would deposit on the surface 
of solid objects to form a conductive film and 
thereby render them sufficiently conductive to be 
incapable of accumulating a dangerous charge of 
static. The failure of this humidity to protect in 
the above mentioned case has not yet been fully 
explained but there is some evidence that it was 
due to a deficiency of CO, in the air or in the 
condensed moisture on the surface of the objects 
within the room. During the process of air condi- 
tioning the incoming air is passed through a water 
curtain to absorb undesirable gases as well as to 
provide a sufficient humidity of the air. It is 
suggested that during such passage through the 
water curtain so much of the CO, is absorbed as 
to lower the conductivity of the moisture below 
a safe level. The entire subject is now under 
laboratory study, but until such studies provide a 
complete answer to the problem there would seem 
to be one of two solutions possible. One would 
be to substitute a mechanical (fiber) filter or 
electric precipitation for the removal of dust and 
similar impurities in the incoming air. This 
method would not remove undesirable gases and 
hence would permit no recirculation of operating 
room air as the odorous gases would still remain 
in such air as is recirculated. Another possibility 
is to continue the use of the spray curtain and 
such recirculation as is desired, and to introduce 
a sufficient amount of CO, into the incoming air 
_ after its passage through the water curtain to 
maintain its concentration at the desired level, a 
concentration which incidentally has not yet been 
determined, but is believed not more than 0.1 per 
cent. 


When the possibility of the production of a dan- 
gerous charge of static within the anesthetic 
machine and its accessories was realized the first 
attempt at control was by introducing a metallic 
conductor into the inner side of the rubber tubing 
used in connection and connecting this conductor 
wire to metallic parts of the machine. Since the 
introduction of the closed recirculation method 
this device has been superseded by thoroughly 
wetting the interior of the tubes and rebreathing 
bag and depending on moisture from the patient’s 
expired air to maintain the moisture at the de- 
sired level after the initial moisture has been 
exhausted. With the advent of an electrically 
conductive rubber this entire problem has been 
much simplified by its use for all the rubber parts 
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of the machine. This renders all parts of the 
machine and its accessories safely conductive 
irrespective of whatever moisture conditions may 
exist within the machine or its accessories. 


Protection of Power Circuit 


One of the serious difficulties encountered in 
making the operating room static proof was the 
fact that the grounding necessary to prevent the 
accumulation of static results in such a freely 
conductive path to ground that it greatly increases 
the danger of shock from power lines used in the 
operating room. The condition thus created is 
entirely comparable to making contact with a de- 
fective electric fixture while standing in a bath 
tub or on a wet floor. The difference between a 
conductive contact and a resistant contact is well 
exemplified by the impunity with which electric 
line men handle live wires if standing on dry 
wood or on a rubber mat. This problem may be 
met by providing that the power circuit for the 
operating room shall be through a separate trans- 
former equipped with a ground detector. This 
transformer is one in which both circuits are 
highly insulated but the secondary circuit is 
grounded through a ground detector with suff- 
cient resistance to prevent a destructive arc in 
case of an accidental ground on the equipment. 
The detector consists of relays which will operate 
a warning signal at any time any ground occurs at 
any point in the secondary circuit. When such 
signal is given the use of the circuit must be 
discontinued until the defect has been located and 
repaired. 


It should further be provided that all exposed 
conductive materials enclosing electric equipment 
or forming a part of such equipment be grounded. 
This involves the use of a third or ground wire 
in all cords and cables to such equipment, the 
third wire connecting the housing or frame to the 
ground and thereby preventing any shock from 
contact with any external part of the equipment. 
Incidentally this protection against an accidental 
ground likewise protects against the production 
of a spark. 


All switches, outlets and plugs should be of the 
explosion proof type and all wiring to power ac- 
tuated apparatus and equipment should be of the 
three wire grounded type. This is designed to 
prevent the occurrence of a spark or at least to 
safely confine it to its point of origin at the time 
a contact is made or broken in throwing a switch, 
or of plugging in or detaching a connection. 


Operating Lights 


While there has never been reported an explo- 
sion in which ignition was attributed to the oper- 
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ating room light, the assumption that the entire 
operating room is a hazardous zone would call for 
the light to be of the explosion proof type. Ordi- 
narily the operating room light is sufficiently 
‘distant from any probable concentration of gases 
sufficiently high to be flammable, but with the 
extreme adjustability which is now built into 
these fixtures it is conceivable that a light might 
be moved into a hazardous zone. In any case the 
hazard from the operating room light should be 
considered minimal. In this connection it should 
be noted that no portable or emergency light has 
yet been approved by the Underwriters’ Labora- 
tory as explosion proof although it is understood 
that such a light is now under test with good 
chances of approval. Until such time as such a 
light is approved, dependence for emergency light- 
ing should be based on a secondary source of 
current for the regular light. 


Apparatus such as headlights, transillumina- 
tors, etc., are of such delicate construction, and 
are.subjected to such usage that they are even 
more liable to develop defects, such as loose con- 
nections or open contacts, than are the heavier, 


less portable pieces of apparatus. Likewise they. 


are used in such intimate contact with either the 
operator or the patient that such a defect carries 
a serious shock hazard. A case in point recently 
reported was that a defective headlight gave a 
shock of such severity to the surgeon that the 
bones of his shoulder suffered multiple fractures 
due to the intensity of the contractions of the 
shoulder muscles. To provide against this con- 
tingency it is recommended that all portable elec- 
tric equipment that in normal use comes in contact 
with the person of the patient or of the user, shall 
be of the six volt type. This involves the installa- 
tion of a transformer for alternating current or, 
for direct current, a converter or a storage bat- 
tery, to secure the reduced voltage. This trans- 
former, or converter as the case may be, together 
with the grounded transformer recommended 
above would be a part of a permanent installation 
outside the hazardous zone. 


Bone saws or other motor driven hand appara- 
tus should not be used in the operating room when 
any combustible gas is in use unless the motors 
are of the approved explosion proof construction. 


X-ray, high frequency apparatus of any type, 
or other sparking apparatus should not be used 
in the operating room when a combustible gas is 
m use. 


The manifest advantages of the combustible 
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hydrocarbon gases are so great that their entire 
abandonment is unthinkable despite their hazards. 
The above recommendations are believed to offer 
entire safety from their ignition from any elec- 
trical source. The interdiction of hot bodies, 
flames, etc., in their presence is of course taken 
for granted. 


Conclusion 


This entire study has been concerned with the 
installation and equipment designed to prevent the 
ignition of combustible gases in the operating 
room. It must be remembered, however, that the 
maintenance of all this equipment in safe operat- 
ing condition is quite as important as its original 
installation. This is basically a problem of con- 
tinued and competent inspection and supervision, 
but also involves painstaking care in operation 
and the fullest cooperation of the surgeon who 
may or may not be fully aware of the dangers of 
the agencies which make his work possible. These 
precautions are well described in HOSPITALS 
for December, 1940, under the title of “Anesthetic 
Explosion Hazards — Remedial Measures,” by 
Ralph M. Tovell, M.D. 


The fact that the above recommendations are 
based on the ideal conditions for new construction 
or major reconstruction should not in any way 
deter the hospital from such, minor alterations in 
installation, equipment or operation as will reduce 
even. if it does not wholly eliminate their hazards. 
Bearing in mind that the accumulation of static 
electricity is the major source of ignition and 
that the various power circuit sources are the 
second most frequent source, it is believed that 
most existing hospitals can without too much 
expense eliminate at least 80 per cent of the 
hazards now existing. 


It is of course assumed that the hospital will 
take such administrative measures as the intro- 
duction of x-ray high frequency apparatus, cau- 
tery and unsafe suction pressure apparatus. 


In view of the fact that some of the measures 
designed to eliminate static electricity may in- 
crease the hazard of power shock, it is important 
that no one of the various measures recommended 
be considered as a thing separate and apart but 
that the entire question be considered as a single 
problem and that competent engineering judg- 
ment be applied in the determination of which 
protective measures are to be taken and the extent 
of the protection which various combinations may 
offer in case it is not possible to meet the recom- 
mendations in full. 





Efficiency With Reduced Professional and 


Technical Personnel 


HAROLD S. BARNES 


nized for their ability to meet any emer- 

gencies that may arise in connection with 
the care and treatment of the sick and injured. 
Many illustrations could be cited, showing how 
the efficient hospital organization has been able 
to meet emergencies caused from epidemics, catas- 
trophes, and other unexpected conditions. Today, 
we are facing a different type of emergency as 
this nation carries out an extensive program of 
preparedness such as never before has been known 
during so-called “peace times.” All industries, 
directly or indirectly, are or will be affected by 
this preparedness program. Every true-blooded 
American must do his part. While the Govern- 
ment is drawing into training service a vast army 
of our young men and young women, and taking 
every precaution to safeguard their health and 
well-being, existing hospitals must still continue 
to provide adequate health facilities for the 
civilian population, which must be considered an 
essential part of the preparedness program. 


P size tor as they exist today, are recog- 


There is never an hour or day the year around 
when hospital facilities and personnel are not in 
readiness to care for patients who may require 
service at a minute’s notice, because of sud- 
den illness or accident. The health of the civilian 
population must be safe-guarded. This is just as 
important as safe-guarding the health of those 
in the Government service. At the same time 
efficient personnel who have been trained in well- 
organized, approved hospitals, must be made 
available for Government service. Our problem, 
therefore, is to maintain efficient service and 
facilities in our own institutions and at the same 
time make our contribution of personnel for Gov- 
ernment duty. 


We are faced with somewhat different condi- 
tions than existed during and following the con- 
clusion of the first World War. During the years 
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that have intervened, increased demands have 
been made particularly for professional personnel. 
Advances have been made in surgical and medical 
procedures, calling for additional technical assist- 
ance. The public health service has been ex- 
panded; industry has recognized the value of the 
hospital trained person, and these factors have 
combined to absorb, in a large measure, the avail- 
able supply. Now we are facing a new demand 
from our Government, for the various branches 
of the defense program. 


Looking back to see how the demand was met 
twenty years ago, we find the machinery for 
turning out professionally trained individuals was 
“geared up,” with the result that in many in- 
stances standards were lowered, and nurse train- 
ing schools came into existence with an idea of 
producing quantity rather than quality. Recog- 
nizing this condition, the national nursing or- 
ganizations, as well as hospital associations and 
the medical profession, began to raise the stand- 
ards, until today we have established for ourselves 
the highest requirements in our history. We must 
not take a backward step and lower these stand- 
ards to meet existing conditions. Our student 
nurses are entitled to a training in keeping with 
the high degree of efficiency that has been devel- 
oped during the past years. The public is entitled 
to the benefit of these standards, because in the 
last analysis they are the ones who have made it 
possible. First-class hospitals, worthy of the 
name, have no desire to take a backward step. 
How then can we best meet the present situation? 
How can we maintain our efficiency with reduced 
professional and technical personnel? 
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A few of the steps which some have already 
taken, and which can be considered with safety, 
will be briefly discussed. 


Increase the Number of Student Nurses 


Approved nursing schools already established, 
should increase the number of students during 
the next few years. Our demands have increased 
greatly prior to the present preparedness emer- 
gency, and no one can determine that these de- 
mands will not continue indefinitely. 


First Call on the Services of Newly Graduated 
Nurses and Technicians 


Hospitals make substantial investments in 
training graduate nurses and technicians. It does 
not seem inconsistent to ask, under emergency 
conditions such as now confront us, that these 
students agree to devote a reasonable period of 
service immediately following their graduation, 
to the hospital that trained them or, if necessary, 
to Governmental service, before entering other 
fields. In this way additional services will be 
available where they are most urgently needed. 


It has been apparent for some time that hos- 
pital training schools have been supplying nurses 
prepared to a large degree for hospital service but 
who are used in various industries, many of which 
may not require the same type of training for 
industrial activities. There perhaps is no desire 
on the part of nursing schools to discontinue 
making available the high type of personnel now 
being used in various industries. On the other 
hand, with the increased costs required to main- 
tain higher standards, which we continually strive 
for, hospitals will not long be able to continue to 
assume this entire financial burden, and sooner or 
later there must be a coordination between public 
industry on one hand and nursing schools on the 
other. It would seem that graduate nursing ser- 
vice should be available first for the hospital and 
Governmental service, and then for private in- 
dustries and outside groups. Therefore, private 
industries should be asked to help meet this situa- 
tion by finding other ways of providing some of 
their requirements and releasing graduate nurses 
for hospital and governmental duties. 


State Aid to Provide Nurses with Part of Their 
Academic Training 


A further step in view of the public’s demand 
for trained personnel, would be to have at least a 
portion of the scholastic training expense assumed 
by the state and the individuals receiving such 
education. Many states have not yet provided 
such assistance, and hospitals cannot continue to 
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trained to meet such requirements. 


assume this burden alone. Agencies other than 
hospitals are benefited as well as the public in 
general. Therefore, public assistance must be 
made available. 


Nurses Specialized for Hospital Work 


In training a hospital specialist we need to 
realize that the technical skill and ability required 
of professional personnel today, is very much 
greater than it was even five or ten years ago. 
After receiving the foundation of a good general 
training, those who are serving in our institutions - 
should be adapted to that type of work, capable 
of rendering the service required, and particularly 
When we 
have produced such a specialist it will, of neces- 
sity, be at an increased cost to the individual and 
the hospital. We must be prepared, therefore, to 
adequately pay for such ability. An individual 
specially trained for hospital duty would be more 
valuable to the institution than one not so quali- 
fied, and with such special trained personnel we 
would be able to delegate less technical duties to 
others. The ultimate cost should thereby be 
fairly well balanced. 


Utilize Private Duty Nurses on a Part Time Basis 


Private duty nurses can do their part in meet- 
ing the emergency by rendering at least part time 
or limited service periods in hospitals at the pre- 
vailing wage scale, and thus fill the vacancy caused 
by nurses requisitioned for Government service. 
In many cases, the hospital salary basis is in 
excess of the Government allowance for reserve 
nursing service. Thus the individual will not be 
penalized, financially, by remaining in our institu- 
tions. 


Recall Into Active Service, Retired Graduate 
Nurses for Hospital Duty 


There are, undoubtedly, many graduate nurses, 
married and otherwise, who have retired from 
active duty, who would be available for hospital 
service. Training schools should make a careful 
survey of all former graduates to determine their 
availability. If necessary, “refresher” courses 
might be instituted to acquaint those who have 
not recently been active, with present techniques, 
and then, even if only on a part-time basis, their 
accumulated services would make a definite con- 
tribution. 


Train Maids and Orderlies to Perform Non- 
professional Duties of Nursing Service 


After giving more consideration to the specially 
trained hospital nurse, we may then direct our 
attention, to a greater degree, to the less highly 
trained and nonprofessional individual. It has 
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been estimated that only one-fourth to one-half 
of the hospital nurses’ duties are of a professional 
nature, and that many of the duties now per- 
formed by the graduate staff could be acceptably 
performed under proper direction by individuals 
with considerably less training. This is demon- 
strated by the fact that the first and second year 
student nurses perform fewer duties than they do 
during the third year, and after they have grad- 
uated. These nonprofessional individuals are 
usually referred to as nurses’ aides and orderlies. 
Definitely this group requires specific training and 
instruction as to their duties. While the work 
they will perform is not of the same technical 
nature as the graduate nurses’ duties, it is just as 
important that they be specifically instructed and 
trained to perform their assignments in a proper 
manner as it is for the graduate nurse. It is not 
unreasonable to suggest that the Government ser- 
vice also include nurses’ aides and orderlies in 
addition to graduate nurses.- Inasmuch as it re- 
quires three years to train a graduate nurse, our 
attention should be immediately directed toward 
increasing the supply of properly trained aids and 
assistants. If we supply them now and make the 
necessary adjustments, we will be able to main- 
tain our nursing service in an acceptable manner. 
We should not wait until the cow leaves the barn 
before closing the door. 


The duties of maids and orderlies has been a 
subject of much discussion. Their assignments 
will, of necessity, depend, first, on the condition 
and needs of the patient, and what work the 
assistant is capable of performing for the best 
interest of the patient. No set of rules or out- 
line of duties should be so rigid as to expect all 
personnel to automatically come within a specific 
assignment. Standards of efficiency must be 
maintained. 


There are many duties that can be performed 
by nongraduate personnel. Nurses’ aides can very 
satisfactorily : 


Put up dressings 

Keep supplies clean 

Clean gloves and instruments 

Maintain order in supply rooms, closets and shelves 

Assist in cleaning and tidying 

Set up wash rooms 

Perform some sterilizing procedures, particularly 
if their capability is demonstrated, and under 
proper supervision of a trained individual 


Orderlies are usually permitted to perform 
duties of a semi-technical nature and extending 
beyond those performed by the nurses’ aides. The 
orderlies should be taught to assist the doctor 
with rectal and genital dressings on male patients, 
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to do irrigations, catheterizations, and to give the 
bath to at least some male patients. Solutions 
for enemas, bladder irrigations, etc., must be pre- 
pared by the professional nurse. 


Both aides and orderlies can: 


Answer the patients’ lights and refer requests be- 
yond their jurisdiction, to the nurse 

Assist nurses in moving and lifting patients 

Assist in feeding patients 

Assist in carrying and collecting trays 

Make up beds 

Prepare for tub baths and clean up after baths 

Care for flowers 

Bed pan service for some patients 

Arrange and tidy patients’ rooms and see to the 
general appearance of same 

Provide drinking water 

Wash division glasses, drinking tubes, etc. 

Assist in discharging patients — 

Assist with routine face and hand washing 

Clean wash basins, cups, etc. 

Distribute intermediate nourishments 


The duties of aides and orderlies should be out- 
lined as specifically as possible. Equipment and 
procedures vary so much in different hospitals 
it is not practical to make definite classifications 
for all institutions and individuals to follow, but 
each institution should determine the duties to 
be assigned to the various units, and at least make 
a general outline. The professional nurse must 
not hesitate to perform duties ordinarily assigned 
to the aides and orderlies, if occasion requires. As 
previously stated, the patient’s condition must be 
the criterion for determining the type of nursing 
care indicated, and by whom to be rendered. In 
special instances the decision will have to be made 
by the doctor and the professional nurse. 


In any program of replacing the professional 
nurse, the service must be carefully studied and 
worked out for the best interest of all—the hos- 
pital, the patient, the nurse, the physician, and 
the public. By re-allocating the nursing duties 
and service required by patients, hospital efficiency © 
should not be decreased, but on the other hand 
each class of service may be performed equally 
well by individuals specially trained to do a portion 
of what was previously covered by one individual 
or group. | 


“Streamline” Techniques and Procedures to 
Effect Time Saving 


Another method of maintaining efficiency with 
reduced professional personnel is to give consid- 
eration to our present techniques and procedures 
with the idea of “streamlining” and possibly re- 
ducing the work and time element involved but 
still maintaining efficiency. For example: a few 
years ago intravenous solutions were administered 
only by the attending physician. Gradually he 
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passed the work on to the intern staff. It was 
goon discovered that an intern could not be found 
in the same designated spot for an hour at a time, 
with the result that the nursing service was finally 
assigned the responsibility, and now instead of 
remaining in constant attendance, splints and 
other methods have been devised to hold the arm 
in position while the solution is being adminis- 
tered. The present system is safer, just as com- 
fortable, and reduces the personnel time element 
to a minimum. 


There are doubtless many hours spent in keep- 
ing records and making reports seldom or never 
referred to nor used, but prepared because of an 
old established custom, that could be eliminated. 


Non-essential laboratory work on certain types 
of cases might be curtailed. 


I have not attempted all the “streamlined” 
methods, but surely there is an opportunity to 
definitely reduce the time spent by personnel in 
carrying out hospital procedures. It is easy to 
get into the habit of doing things mechanically 
“just because,” and continuing year after year, 
when perhaps the original reason and justification 
has long ceased to exist. Understanding the hos- 
pital business better than anybody else, we should 
be our own efficiency experts, and nursing depart- 
ment heads, staff doctors, and hospital administra- 
tors may well sit down together and study these 
problems. 


Effect Changes in Physical Plant and Equipment 
to Increase Efficiency 


Because of the economic conditions existing ten 
years ago, many hospitals have done little or noth- 
ing to improve their physical plants and equip- 
ment, which are constantly subject to deteriora- 
tion and depreciation. All indications point to a 
continued increased occupancy during at least the 
next few years, and as the public has become more 
hospital-minded, perhaps we never shall return to 
the empty bed condition of a decade ago. Now 
is an opportune time to make those needed im- 
provements. By careful planning, many needless 
personnel steps and much time can be saved and 
greatly increased efficiency attained. Better co- 


ordination of working facilities is needed in almost 
all of our hospital divisions and departments. 


What has been said with reference to the nurs- 
ing department may also be applied, in a general 
way, to our laboratory and x-ray departments. 
Wherever an institution is large enough to employ 
more than one person in these departments there 
is no question but that the work can be reassigned 
and nontechnical duties performed by those who 
have not received technical training but are still 
capable of rendering routine service. There are 
many duties in all our departments now being 
performed by technically trained individuals who 
are being paid commensurate salaries, that could 
be performed by others under proper supervision, 
just as efficiently, and at less expense. 


Dollars and cents are not to be the basis of 
employing nonprofessional and nontechnical help, 
but rather first, to do our part to meet a national 
emergency and make available all the help pos- 
sible for Government assignment, and above all, 
provide efficient hospital service. On the other 
hand, I am convinced that if this problem is 
attacked and worked out on a sound business-like 
basis, we will not reduce, but may actually in- 
crease, the efficiency of our institutions and at 
the same time possibly discover that the end result 
is not an added expense but may even eventually 
reduce the ultimate cost. 


While each institution in the last analysis will 
have to work out their own individual problems, 
I am of the opinion that a special committee ap- 
pointed by the Hospital Association, to give par- 
ticular thought to these problems, would be able 
to lead the way, and be the means of establishing 
some uniformity. 


Let us, then, take inventory of our personnel 
situation as well as of our plant and equipment 
facilities, and meet the conditions that now con- 
front us, keeping in mind again that hospitals 
have the reputation of being able to meet all 
emergencies. We will not fail. Standards of 
efficiency that have been developed over the years 
will be maintained and we will do our part in 
carrying out our National Defense Program. 
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Importance of Department of Anesthesia 


in Providing Good Hospital Service 


SISTER M. PHILLIPA, R.N. 


to the hospital administration is a most vital 

one as on it depends the well-being of the 
patient and the good will of the surgeon. Unless, 
therefore, this relationship be accompanied with 
the closest cooperation on the part of the adminis- 
trative and surgery personnels the welfare of the 
hospital itself must be necessarily jeopardized. 


Te relationship of the anesthesia department 


In this department, as well as in all others, the 
policy of the institution should dictate the type of 
organization best suited to its purpose. In nearly 
all large hospitals, the personnel in the depart- 
ment of anesthesia falls into one of three groups: 
medical anesthetists who work under a medical 
chief, himself an anesthetist; nurse anesthetists 
responsible to a head anesthetist, also a nurse; 
and a third group composed of nurse anesthetists 
functioning under the surgery supervisor and di- 
rectly responsible to her. From many points of 
view, this latter would seem to be the best 
arrangement. The surgical supervisor, to our 
mind at least, is the logical head of the depart- 
ment. To her the surgeon makes his appeals, with 
her the intern places his request for a desired 
experience, while it is she again who must adjust 
matters, pleasant and unpleasant, in the nursing 
group. Hence, for complete cooperation in the 
department, the anesthetist too must look to her 
as her chief. 


Position of Anesthetist in the Surgery Unit 


Let us consider for a moment this relationship 
of supervisor to anesthetist and vice versa. One 
of the first duties of the former is to see that 
over-specialization is avoided on the part of the 
anesthetist by assigning the cases regularly and 
evenly regardless of the type of patient or of the 
class of anesthetic. On this score difficulty may 
occasionally be encountered through a surgeon 
requesting a certain anesthetist, a request, which 
we believe if convenience permits, should be 
granted. Such a concession not only favors a 
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pleasant working atmosphere, but also safe- 
guards the hospital, for in the final analysis, as we 
all know, it is with the surgeon that the respon- 
sibility for the anesthesia legally rests. The sur- 
gery supervisor should remember, nevertheless, 
that she is in a position to do much towards creat- 
ing and maintaining favorable relations between 
doctors and anesthetists, and should do ail in her 
power to inspire the surgeon’s confidence in the 
individual whom she has chosen to administer his 
anesthetic. 


Regardless of the efforts and expenditure of 
energy on the part of the surgery chief, however, 
smooth running of the anesthesia unit is impos- 
sible without cooperation on the part of the anes- 
thetist. This cooperation must at all times be 
evinced by flexibility and promptness, dependa- 
bility and generosity and loyalty of service. Of 
great importance, too, is the anesthetist’s coopera- 
tion towards the surgery team in general. With 
it she must be both helpful and patient, remem- 
bering that while still a nurse, she at present, 
nevertheless, is functioning in another capacity. 
Unless cooperation is prevalent in the working 
department itself, its manifestation towards the 
hospital administration is not possible. 


Cooperation Must Begin With Administrator 


It must be remembered, nevertheless, that no 
matter how close and satisfactory the cooperation 
between the surgery staff and the anesthesia unit, 
it cannot continue for any length of time unless 
harbored by the administrative faculty. It is a 
well-recognized fact that the pulse of the execu- 
tive body of any institution is felt throughout the 
various departments and that its sanction or the 
want of it, be it expressed or unexpressed, can 
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add to or detract from the working efficiency of 
a group. How then does this attitude manifest 
itself towards this important, yet more or less 
remote, department of anesthesia? 


First of all, perhaps, among the gestures on 
the part of the executive body that make for ad- 
vancement and satisfaction in this department, is 
the readiness to accede to the reasonable desires 
of the departmental chief in his or her choice of 
personnel, and in its willingness to award salaries 
in accordance with this choice. Such action con- 
tributes a great deal to the tone of the hospital 
in general, for, as we mentioned above, much of 
the welfare of the institution depends not a little 
on the anesthetist and her efficiency, and in no 
better way can this efficiency be assured than in 
choosing the personnel from the ranks of well- 
trained specialists who naturally ask for a salary 
commensurate with their knowledge and experi- 
ence. Of great help also to the anesthesia depart- 
ment is the aim of the administration to maintain 
the unit abreast of the times by seeing that the 
latest machines are procured and the most recent 
developments in types of anesthesia be recognized 
and adopted where feasible. 


Still another adjunctive measure that may ad- 
vantageously be sponsored by the executive ad- 
ministration is the establishing in their hospital, 
of an anesthesia seminar. True, the local branches 
of the National Association of Nurse Anesthetists, 
through papers and discussions, provides current 
education for the interested anesthetist, but it 


fails to keep the surgeon informed and interested 
in the scientific strides being made by this pro- 
fession. Institutional seminars, held occasionally 
but regularly and open to the house and visiting 
medical staffs, we feel would be an excellent means 
of conveying to the doctors the true worth of a 
well-chosen anesthesia efficiently administered. 
Through talks and brochures given at these meet- 
ings, the surgeon could be made conscious of the 
nurse anesthetist’s ability, and his confidence in 
her would be, without doubt, greatly increased 
by bringing to his mind a better appreciation of 
the service she renders him in many and varying 
ways. Too, such seminars would necessarily re- 
sult in still keener all-around cooperation among 
surgeon, anesthetist and surgery staff, and thus 
redound to the prosperity of the entire institution. 


Cooperation has always been the basic principle 
for success in any undertaking with which a 
group or groups of individuals are connected. In 
such concerns, true, different opinions must arise, 
varying view-points be expressed—and desirably 
so. Do not the constructive contributions of the 
parts necessarily make for the perfection of the 
whole? However, in those moments when major 
decisions must be met, real cooperation will gladly 
sacrifice an opposing opinion and yield readily to 
executive conclusions and directions. Such is the 
relationship that, not only for the sake of the 
patient but also for the proper and prosperous 
functioning of the hospital in general, must exist 
between the administrative faculty and the de- 
partment of anesthesia. 





Sister Chrysostom Mopnahan, F.A.C.B.A. 


Sister Chrysostom Moynahan, F.A.C.H.A., ad- 
ministrator of Providence Hospital, Mobile, Ala- 
bama, and one of the best known administrators 
in the South, died February 15. Sister Chrysos- 
tom saw active service in both the Spanish- 
American and the first World War. During the 
Spanish-American War she was on duty at the 
Naval Hospital, Portsmouth, Virginia, and at Fort 
Thomas, Kentucky. During the World War she 
was chief nurse of Unit 102, A.E.F., Vicenza, 
Italy. She has served in succession as superinten- 
dent and president of the board of St. Vincent 
Hospital, Birmingham, Alabama; Mullanphy Hos- 
pital, St. Louis, Missouri; St. Joseph’s Hospital, 
St. Joseph, Missouri, and administrator and presi- 
dent of the Board of Providence Hospital, Mobile. 


Sister Helen, R.N., assistant administrator of 
Providence Hospital, has been appointed adminis- 
trator of that institution to succeed Sister 
Chrysostom. 
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New Building at Westchester Division 
Opened by the New York Hospital 
A new $225,000 building for acutely ill women 


patients was opened March 5, at the New York 
Hospital-Westchester Division, White Plains. 


The building is a single story brick structure 
of modified Georgian architecture, and will be 
known as the Nichols Memorial Cottage in honor 
of Dr. Charles H. Nichols, who was instrumental 
in planning the White Plains institution and was 
superintendent from 1877 until his death in 1889. 
The Westchester Division of New York Hospital 
is a mental hospital occupying 275 acres and in- 
cluding separate villas, gymnasia and occupational 
therapy quarters, besides the main hospital. 


The new building provides space for 20 beds 
in addition to facilities of the most modern type 
for psychiatric treatment. The cottage was erected 
in part with funds granted by Doctor Nichols’ 
widow and in part by an appropriation from gen- 
eral funds of the Society of New York Hospital. 
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Recordak Micro-Filmed Records 


LOUIS A. YULE 
Highland-Alameda County Hospital, Oakland, California 


cumulation of medical records has been met 

by the adoption of micro-filmed storage. This 
means that approximately 1750 letter size pages 
may be photographed on a 100 foot spool of 16 
mm. safety film, which may be enclosed in a car- 
ton 4x4x1 inches. 


Tx problem of convenient storage of the ac- 


All patients’ medical records from September 
15, 1926, to January 1, 1937, and emergency cards 
from 1932 to 1938, inclusive, are now filed in this 
manner. 


The 94,535 patients’ medical records and 75,200 
emergency cards formerly required over 400 feet 
of shelving and 3 seven-drawer filing cabinets. 


This storage room was located in the basement 
of the hospital and required many trips to and 
from the medical record room daily. All the rec- 
ords mentioned above are now contained in 2 
seven-drawer filing cabinets located in the medical 
record room, where they are easily accessible. 


During the year this method has been in use, 
doctors of the staff, interns, and personnel of the 
record room have commented on the practicabil- 


ity and advantages of micro-filmed records. 


Heretofore, a doctor making a study of a num- 
ber of patients’ charts, required the moving of 
many volumes from the basement to the record 
room. This is now eliminated as it requires only 
the changing of the spools of film on the projector, 
where a letter size page may be enlarged to about 
one and one-half times the original size. 


Using the projector in a dark room, as many 
prints may be made of a case as is desired. In 
the past year, however, it was only necessary to 
reproduce two cases for use in court. 


In conclusion, definite advantages are: 

1 Storage in a small fraction of the space re- 
quired for paper records 

2 Saving in time of the record room personnel 


3 Elimination of the possible loss or misfiling 
of records 


Although recordak film storage has been used 
for many years in business and industry, its use 
for hospital medical records is comparatively new, 
but has proven its value in this field. 


Fairmont Hospital medical records, totalling 
17,496 cases from 1926 to 1936, inclusive, have 
likewise been photographed, and used in the same 
manner as described above. 
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A stenographer in the record room reading a report to one 
of the physicians, in another section of the hospital, from 
the record photographed and shown in the projector 


A physician dictating a summary of findings, using the 
projector with the records photographed on the film 


The operator photographing the records. The records in 

the background represent more than one million sheets of 

paper, and the case on the right houses the films upon 
which these records are photographed 
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Remodeling the Hospital Plant to Improve 


Service and Reduce Operating Expenses 
RITZ E. HEERMAN 


is one that is influenced to a great extent by 

our present needs, but is a subject that can 
be planned and should be a planned procedure. I 
say this because too many hospital administrators 
allow a condition to exist until they are forced 
to make some drastic improvement in their plant. 
Their decisions are influenced by many factors: 


Tie subject of remodeling the hospital plant 


First, a limited budget with heavy sinking 
fund and interest requirements encourages 
the administrator to curtail essential repairs 
and remodeling. 


Second, low occupancy of the hospital 
makes the administrator feel that the great- 
est economy is necessary. 


Third, modernization of some hospitals in 
the community is a strong factor in starting 
plans for improvement in others. 


Fourth, high occupancy forces the adminis- 
trator to make plans to accommodate more 
patients. 


The Limited Budget 


In discussing the first item, the limited budget 
is probably one of the greatest factors for 
jeopardizing the interest of the patient, the hos- 
pital, and the creditors. I have witnessed many 
hospital plants deteriorate because of a policy of 
economy so that the institution finally goes into 
bankruptcy and the creditors and the hospital 
lose. No hospital should undertake a financial 
program that does not have ample provisions in 
its budget for plant improvements. The economy 
method of putting off improvements may tem- 
porarily satisfy creditors, but the day of reckon- 
ing will come when doctors and patients refuse to 
come to the hospital because of antiquated equip- 
ment and obsolete facilities. 


lf your budget does not provide for necessary 
upkeep of plant, then you had better call a meet- 
ing of your creditors and frankly discuss the 
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proposition. If you delay until you have lost your 
patronage, the creditors will ask for an account- 
ing of your stewardship, and a new superintendent 
will be the result. Therefore, a planned budget 
set up on possibly a five year schedule is the best 
way to face the problem. Such a program enables 
the board of directors to visualize the need, ap- 
prove such a planned budget, and give the admin- 
istrator authority to carry it out. Such a program 
will keep the interest of the staff physicians and 
patients in the hospital as they will observe the 
improvements as they progress, and the income 
will be increased. Such a plan will promote in- 
terest and loyalty to the institution. The credi- 
tors will be happy with such a program as they 
will feel satisfied over their investment, and 
should a financial depression cycle occur, they will 
compliment the administrator on having improved 
assets. 


Low Occupancy 


The next item of low occupancy may be a jus- 
tifiable reason for curtailing the budget, tem- 
porarily, in a planned program of improvements 
prior to retrenchment. If there were not such a 
planned program, the low occupancy would prob- 
ably be increased, as patients would prefer to go 
to the modernized hospitals. In that case, there 
is only one solution, and that is for the board of 
directors to obtain funds for extensive remodeling 
in order to keep the hospital from being considered 
a second rate institution. 


Modernization 


The third item; namely, “Modernization of 
some hospitals in the community is a strong fac- 
tor in starting plans for improvements in others,” 
is a factor that needs serious consideration. The 
first class hospital must not be the last to observe 
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the trends in modern hospitalization and scientific 
care. The wise administrator follows these 
trends closely and keeps step with progress in 
medical science. The ability of an administrator 
to determine the trends accurately makes for suc- 
cess or failure. Some of these improvements may 
add to his operating expense, others may decrease 
it. However, improvements will in many in- 
stances improve income. 


Suggestions for Improvement 


Diagnostic facilities, such as the x-ray depart- 
ment, must at all times be kept up-to-date. Such 
scientific apparatus is constantly improved. A 
planned program will provide for these changes. 
Physicians and patients will come to your hospital 
if you have the latest equipment. Many hospital 
administrators are handicapped by having lease 
of space arrangements. In my opinion this a poor 
policy for the following reasons: 


1 It may delay purchase of new equipment 
which results in discouraging physicians to 
admit patients. 


2 Such lease space plan usually does not com- 
pensate the hospital adequately for space 
used. A nonprofit hospital may have diffi- 
culty with its nonprofit standing if it en- 
ables others to profit from corporation 
assets. County and city taxes may be in- 
creased by having such lease arrangements. 
In case of death of the roentgenologist, serv- 
ice delays may occur in adjustment of de- 
partment. 


Operating room equipment is another impor- 
tant item. Many hospitals have achieved success 
on this point alone. Up-to-date equipment and an 
efficient operating staff make or break this de- 
partment. Did you ever consult your surgeons 
to see what they thought of your fifteen-year old 
operating table? What do they say about your 
instruments? 


Modernizing private rooms by decorating and 
adding new furniture will enable you to secure 
$8.50 to $20 per day instead of $6 to $10 per 
day. One hospital increased its private room 
income 50 per cent over a four-year period. 


Reducing Labor and Expense by Modernization 


The Defense Program will undoubtedly produce 
a shortage of hospital workers. Therefore, mod- 
ernization to conserve labor is important. 


Many hospitals pay little attention to their 
dishwashing rooms. An analysis will convince you 
that great improvements have been made in dish- 
washing equipment. This equipment not only 
handles dishes faster but results in clean and 
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sterile dishes. This last item of sanitation is a 
factor often overlooked by hospitals and may vet 
them into serious difficulty. Recently, a dishwash- 
ing room was remodeled after fifteen years of 
service with above results and a saving of two 
employees. The same is true of many items of 
kitchen equipment. 


One administrator recently made a study of 
his housekeeping department and the mainte- 
nance of linoleum floors. Waxing of the floor 
area every two weeks was accomplished by sey- 
eral fifteen year old ten inch noisy waxing ma- 
chines that disturbed patients. By junking the 
10” machines and installing one 20” machine and 
rotating it among the porters the time of waxing 
was cut down 3314 per cent. Immediately there 
was a healthy reaction from patients because they 
observed the new equipment and noticed the 
elimination of noise. 


In this connection I wish to call your attention 
to the slip meter for measuring accurately the 
results of your floor maintenance work. Every 
hospital should have one for the following rea- 
sons: 


By testing your floor weekly you will secure 
uniform results from porters and they will 
take pride in results. 


You will know efficiency of your wax with- 
out guessing or taking a salesman’s word. 


You will eliminate many public liability 
hazards which will decrease insurance pre- 
miums. 


If you have such a tested floor no one could 
recover from your insurance company. 


Experimenting wax salesmen will dis- 
appear when they see the machine, thus sav- 
ing your time, and that of the purchasing 
agent and housekeeper in demonstrations 
and conversation. 


An administrator recentiy called in the 
urological staff to assist in studying the needs in 
the cystoscopic department. Recommendations 
involved an expenditure of $2500 for a new 
urological table, new resection machine, and re- 
modeling of arrangements. Results: The hos- 
pital was soon known as having the best urological 
department in the city. In a few months the 
number of patients in this department was in- 
creased by 25 per cent. 


Similar results have been obtained in the 
orthopedic and physical therapy departments. 


It is well for the hospital administrator to have 
a definite plan for calling in the various specialists 
on his staff and securing their ideas and recom- 
mendations with reference to their particular de- 
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partments. Many staff physicians who enjoy 
hospital privileges in a number of hospitals rarely 
come forth with suggestions unless they are 
asked. They merely send their patients to the 
hospital where they can secure the best service. 


Neglected Departments May Be Hazards 


Many hospitals have not kept up with the 
trend of better supervision and routine which 
has been instituted in maternity departments. 
This trend started because of the many dysentery 
and impetigo cases that have occurred in hos- 
pitals. The solution of many of these problems is 
in instituting individual care combination bassinet 
and table in the nursery and eliminating the old 
type of common care table and bathing sink, also, 
the elimination of the old piston type breast 
pumps and substituting the new rotary type of 
pump, and instituting uniform technique for 
nurses in handling babies and mothers. These 
plans have all resulted in fewer incidents of epi- 
demics. Probably in the last analysis more costly 
service, but safe service will produce more income. 
The safety factor attracts doctors and patients. 
One epidemic may cost more than would be spent 
in the next ten years in keeping up the plant. 
Many hospitals wait for the epidemic before they 
institute the changes. 


A few hospital administrators I know have rec- 
ognized that the system of applying cold applica- 
tions by the ancient method of using crushed ice 
is an obsolete system. Many improvements have 
been made in unit refrigeration, but for years 
nothing supplanted the use of the old leaky 
rubber ice bag. The new system of applying 
cold applications is by the freeza-bag system, 
consisting of a sealed vulcanized rubber container 
with a harmless fluid that freezes below the freez- 
ing point of ice, which is merely renewed by 
taking out the heat units in a modern direct ex- 
pansion shelf refrigerator. It enables the nurse 
to save at least one-third of her time in applying 
cold applications. It also eliminates the cost of 
manufacturing, crushing, and distributing ice and 
storing it on each floor. Careful cost figures show 
that this later expense, not counting the saving in 
nurses’ time, more than pays for the installation 
the first year. In addition it reduces the cost of 
replacement of rubber goods at least 75 per cent. 
The system produces a more efficient unit with 
better service to the patient and the physician. 


Sound and Air Conditioning 


The hospital has always been criticized for its 
noises and particularly its inside noises that dis- 
turb patients. These annoyances can be greatly 
reduced by proper sound conditioning. Many 
hospital administrators pass up the suggestion for 
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sound conditioning by stating: “Wait until we 
build a new building.” Many hospitals have found 
sound conditioning and air conditioning good in- 
vestments, which eventually increases their in- 
come as a result of having more satisfied patients 
and physicians. 


I could go on indefinitely enumerating instances 
of a more satisfactory hospital income and ex- 
penditure budget because of well-planned remodel- 
ing. In this respect I believe it is important to 
emphasize the very keynote of this discussion, 
and that is, that a well-planned improvement and 
remodeling program scheduled for years ahead 
definitely pays for itself. Any other program, 
such as piece meal emergency remodeling from 
month to month, is a hazardous undertaking. I 
believe that every hospital administrator who 
properly presents a five-year plan to his board 
will be surprised at the interest and attention it 
will receive from the directors of the hospital. 


Public Relations 


Before completing this discussion, I believe 
that sound public relation goes hand in hand with 
this subject. A good public relations department 
will sense the public demands, and will educate 
the public to hospital needs. This program is a 
striking deficiency in western hospitals that needs 
our immediate attention. The West is a fast 
growing section of the United States. Hospitals 
have been built by force of necessity on borrowed 
funds. Westerners living in a fast growing at- 
mosphere with new ventures have not been edu- 
cated to the need for community planning, in- 
cluding adequately financed hospitals. The people 
in the eastern metropolitan centers who have aged 
with their wealth were educated to give to hos- 
pitals. We as hospital administrators have failed 
to impress the public with this idea and our 
needs. Today hospitals cannot be built on bor- 
rowed money. We now face our failures. If every 
hospital had a good public relations department 
the public would soon be influenced to support 
their community hospitals. Many western cities 
are now faced with this acute problem. Hospitals 
are being condemned by the public because their 
loved ones cannot be admitted as patients be- 
cause the hospitals are running at full capacity. 
They blame the hospitals because they have looked 
at the hospital as just another business venture. 
When the public needs new markets and depart- 
ment stores, there is always funds to supply 
them. They have viewed the hospital on the 
same business principle. Unless we change this 
public consciousness the public may be urged by 
socialistic-minded individuals to have their pater- 
nalistic government do this job for them. What 
are we going to do about it? 








Murray Amendment to Selective Training 
and Service Act—Senate Rule 783 


HE amendment to the Selective Service Act, 

S.R. 783, introduced by Senator James E. 

Murray of Montana, is of far-reaching im- 
portance to our hospitals. The amendment in its 
present form provides for the deferment of call to 
active service of medical and dental interns until 
the completion of their intern training. The bill 
may, and probably will, include the deferment of 
medical, dental, and veterinary students until they 
have completed their courses and have graduated, 
and this provision is as important to hospitals as 
the provision for the deferment of interns. 


In response to a notification received by wire 
that: hearings on this amendment would be held 
on March 18, Dr. Claude W. Munger, chairman of 
the Council on Government Relations, and Rt. Rev. 
Monsignor Maurice F. Griffin, senior trustee of the 
Association, appeared before the Committee in 
support of the proposed legislation. The Reverend 
Alphonse M. Schwitalla, S.J., president of the 
Catholic Hospital Association, at the request of 
Senator Murray appeared before the Committee 
and favored the amendment. Father Schwitalla 
was particularly interested in the medical stu- 
dents and in an eloquent and forceful presentation 
asked that adequate provision be made for the 
medical student body. 


Some two hundred medical students represent- 
ing thirty-six medical colleges, and the interns of 
hospitals to the number of one hundred more, 


appeared before the Senate Committee. They made 
a very favorable impression on the Committee 
and supported their argument by statistical data 
and factual information that had been collected 
with every attention to detail. Representatives of 


. the college of dentistry, veterinary colleges, 


schools of pharmacy, and other groups addressed 
the Committee. 


The Medical Department of the Army, repre- 
sented by Colonel George Lull, of the Navy by 
Admiral Rossiter, of the Selective Service Board 
by General Hershey, and of the Adjutant Gen- 
eral’s office by Colonel Fairbanks, appeared in 
opposition to the bill. All were of the opinion 
that the purposes of the bill could be accom- 
plished, and would be accomplished, without the 
proposed legislation. They were opposed to legis- 
lation that provided deferment for any group of 
eligibles for Selective Service. All of the Govern- 
ment representatives were very considerate of 
the expressed wishes of those appearing before 
the Committee, but felt that group deferment 
would be unwise and probably inapplicable, as it 
would open the door for legislation for any other 
professional or trade groups. 


The briefs presented by Monsignor Griffin and 
Doctor Munger follow. Father Schwitalla spoke 
extemporaneously and his address before the 
Committee will appear in the official record of the 
hearing. 


RIGHT REVEREND MONSIGNOR MAURICE F. GRIFFIN, Senior Trustee 


American Hospital Association 


One of the important purposes of the legisla- 
tion under consideration is to provide proper med- 
ical care for military and civilian requirements. 


Speaking for the American Hospital Associa- 
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tion, our first statement must be that nothing is 
farther from our thoughts than to be party to any 
movement that would interfere with the best pos- 
sible care for both soldiers and civilians. 
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While the primary purpose of our Association 
is the development of hospitals for the civilian 
population, we protest that our interests are not 
self-centered in them. We profess a broader ob- 
ligation common to all our citizens, we acknowl- 
edge our patriotic duty to our military forces. 


Our appearance here today is not to be inter- 
preted as special pleading of one group of people 
for their own advantage. 


“As quasi-public agencies, hospitals make their 
contribution to the general welfare and now they 
are prepared to do their part enthusiastically and 
efficiently in the preparation of the technical and 
professional personnel required for the medical 


- care of our armed forces. 


Altruism, not selfishness, dominates hospital 
service, not only in regard to the sick, but also in 
regard to the young men and women who are re- 
ceiving the educational advantages offered by the 
hospital. 


Except for the nonprofessional personnel con- 
tinuously employed, the majority of those who 
serve in a hospital are participating in an. educa- 
tional program. The hospital trains various tech- 
nicians: physiotherapy, laboratory, x-ray, etc. It 
trains dietitians, nurses, and especially interns 
and residents. 


Today, medical education has two parts, the 
first in the medical school, the second in a hospital 
approved for the training of interns and residents. 
Practically all medical students, after completing 
four years in a medical school, enter a hospital to 
continue and complete their education. They con- 
sider the practical training received in the hos- 
pital under the direct supervision of the practic- 
ing physicians of the staff as necessary to round 
out their preparation for the practice of medi- 
cine. Many schools will not graduate their stu- 
dents, and many state boards will not admit stu- 
dents for licensure examinations until they have 
finished such hospital experience. 


This course of instructions in the hospital is 
under the direction of the Council on Medical Ed- 
ucation of the American, Medical Association and 
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the American College of Surgeons. Interns go 
only to hospitals that have been approved by these 
two nationally accepted standardizing agencies. 
The educational function of the organized staff 
of the approved hospital is zealously promoted, 
and the educational opportunities of the medical 
student conscientiously safeguarded during this 


secondary period of his training. 


Our generation has seen great advance in the 
excellence of the preparation of the general prac- 
titioner and it has also seen great progress in the 
development of specialists. In this the hospitals 
have done their share, by furnishing facilities for 
interns desiring to remain, so that they may con- 
tinue as residents for a chosen specialty. 


It is our opinion that all of these professional 
values can be preserved without interfering with 
the requirements of the medical corps of our mili- 
tary forces. For the present there are enough 
practitioners available who have completed their 
course of study so that it ought not be necessary 
to take those who have been only partly trained. 
Looking to the future, medical students should 
be allowed to complete their education so that 
there would be no interference with the annual 
supply of physicians which is necessary for both 
civil and military requirements. 


Life is the greatest of our material possessions 
and the healthy life of the people one of our 
greatest national assets. Everything should be 
done to preserve and promote it. The American 
program of education in medical school and hospi- 
tal has given us, perhaps, the best trained general 
practitioners and specialists in the world, for both 
civilian and military service. In our knowledge 
of and appreciation of this system we are of the 
opinion that it should be continued and strength- 
ened, and not interrupted and weakened. For the 
health of our people and the efficiency of our sol- 
diers, medicine is necessary, the best we can get, 
in practice, and that means in preparation, in the 
preservation. of our present excellent standards of 
education and in the continuity of the annual 
supply of general practitioners and highly trained 
specialists. 








CLAUDE W. MUNGER, M.D., Chairman on Government Relations 


American Hospital Association 


thousand hospitals and individuals who belong 

to the American Hospital Association, a non- 
sectarian organization whose membership covers 
every state, territory, and possession of the United 
States of America. Your witness is Chairman of 
the Council on Government Relations of the 
American Hospital Association and, as such, is its 
regularly accredited representative for this ap- 
pearance. 


APPEAR before you at the instance of the five 


The hospitals of America come to this Commit- 
tee and, through it, to the Congress, for relief of 
a serious situation which they, through their close 
contact with the problems involved, have recog- 
nized as one which threatens, not only the care 
of the more than 13,000,000 civilian sick who are 
annually treated in our institutions, but, what is 
more serious, threatens the system of medical ed- 
ucation, medical training, and thus the medical 
care of our citizens, whether in their homes, in 
hospitals, or in the armed forces. 


The American Hospital Association is deeply 
appreciative of Senator Murray’s sagacity and 
foresight in introducing this amendment to the 
Selective Service Act of 1940. Past experience, 
in conferring with the Senator on hospital and 
medical affairs convinced us long ago of his clear 
grasp of medico-hospital problems and of his sin- 
cere interest in securing for every citizen the 
right sort of care when stricken by illness. It is 
our firm belief that, as these hearings progress, 
you gentlemen of the Committee will be convinced 
that the relief which this bill will provide is most 
necessary and is in the public interest, and mark 
well that, in “public interest,” I include the Na- 
tional Defense. 


As my colleague, Monsignor Griffin, has ex- 
plained, medical education is only begun. in the 
completion of the four years in medical school. 
Several of our states will not even admit a med- 
ical graduate to their licensing examinations until 
he has completed a hospital internship of care- 
fully prescribed content. Heretofore, at least, 
the Army and the Navy have also required the 
internship before granting of commissions as 
medical officers. 


In this country, particularly in the past ten 
years, the medical profession, through various as- 
sociations competently representing its own and 
the public’s interests, has necessarily assumed the 
attitude that, for all but the simplest of medical 
duties, the traditional internship is not enough 
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postgraduate preparation for the medical grad- 
uate who is to be turned out, eventually, to prac- 
tice his profession among and upon the American 
people. 


In former years a hospital that had 40 interns 
might have had one resident physician and one 
resident surgeon, staying on an added year for 
more training and to keep the older doctors to 
train the interns. Nowadays, that has all been 
changed. St. Luke’s Hospital, New York, with 
which I am connected, and which has beds for 
some 500 patients, has, at present, 40 young doc- 
tors in training on its house staff, but instead of 
this house staff being comprised of 38 interns 
and two residents, today it consists of only 12 
interns and 28 residents. 


The term resident refers to a young doctor in 
a hospital who has completed his internship year, 
but to perfect himself for practice by modern 
standards, is staying on in the hospital until he 
can gain the experience and skill which will make 
him competent to practice in internal medicine, 
surgery, obstetrics, eye, ear, nose and throat, or 
whatever specialty he has selected. The residents, 
thus, are a vitally important group in our set-up 
of medical education and I have gone into this 
detail to make it clear that the mere deferment 
of interns from selective service would be an in- 
sufficient measure for relieving the serious threat 
which the present Selective Service Act holds over 
the future medical care of our armed forces and 
of our civilians alike. The residents are an ex- 
tremely important part of the picture and must 
also be included. 


It is of paramount importance that our law- 
makers recognize the necessity, for the welfare of 
the whole country, of so amending this law that 
there can be no interruption in the proper med- 
ical education and postgraduate hospital training 
of the country’s doctors. 


In America we have developed a wonderfully 
fine and effective system for doing these things 
and the medical schools, the medical associations, 
and the hospitals have worked in happy combina- 
tion to provide for our people, doctors of medi- 
cine who are, without the slightest doubt, the best 
in the world. But, this plan of education and 
training is a delicately balanced and complicated 
organism which the Selective Service Act of 1940 
is already throwing seriously out of gear, and 
which, unless you gentlemen will offer relief, will 
go on to a really chaotic situation which will in- 
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jure not only the medical care of our armed forces, 
but will lower the grade of medical care to the 
civilians of your constituencies for years to come. 


Permit me to emphasize the fact that our Gov- 
ernment is clearly depending upon the civilian 
hospitals in this serious period of our national life 
to preserve the health, and, thereby, the happiness 
and the general morale of the civilian population. 
This is a tremendous task in normal times, and 
as crisis follows crisis, will become a heavier and 
heavier burden. Every hospital has already lost 
members of its visiting staff to the armed forces. 
While that is serious, we expect it and we hope 
we can. manage to get along provided we can 
maintain full complements of interns and resi- 
dents to carry on the time-consuming and abso- 
lutely fundamental details of the medical work, 
under the supervision of those of the attending 
staffs who remain on duty and, themselves, must 
carry a double load in relieving their absent col- 
leagues of the visiting staff. But, if these young 
men are taken from us in large numbers, we shall 
be powerless to maintain proper standards of care 
and we, you, and the whole country will soon hear 
from the public about it. 


The framers of the Selective Service Act of 
1940 have left the decisions as to what shall hap- 
pen to the medical and hospital care of the Amer- 
ican people, in the hands of the local draft boards. 
This witness has dealt with some of those boards 
and has good reason to admire their unselfish 
public spirit, and their desire, in the light of their 
knowledge of medical affairs, to make wise deci- 
sions upon deferments of medical students, in- 
terns, and residents. However, as could be con- 
fidently expected, we have news of actions by 
many draft boards in relation to such deferments, 
that convinces us that it is an impossible task, 
to educate thousands of draft boards so as to give 
them an understanding of the intricate problems 
of medical education and care, such as is being 
set forth, for instance, to the gentlemen of this 
Committee, in this hearing. I was told, only today, 
of a’medical school which feels certain, from the 
attitude of the draft board of jurisdiction over 
most of its students, that, after July 1, it will lose 
one-third of its students to selective service! 
Likewise, one of the country’s largest charitable 
hospitals reports that, of its complement of 90 
interns and residents, over 50 have been taken or 
have left to enter the service. 


What we must have, gentlemen, in this national 
problem is uniformity of policy and of action. 
That can be guaranteed to the country only by 
the passage of the legislation represented in Sen- 
ator Murray’s bill. I believe you can readily see 
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that neither you nor the country can depend upon 
thousands of draft boards, each acting independ- 
ently, to bring order out of the confusion which 
is developing so rapidly. 


We all know that the program of National De- 
fense upon which we are embarking is a long- 
term effort, a matter of five years, ten years, or 
more. It is surely clear, then, that in all our ef- 
forts, we must look to steadiness of, and absolute 
continuity in, the supply not only of materials, 
but of services of individuals, which continued 
preparedness for defense will require. This is es- 
pecially important in the supply of medical men. 
The present Selective Service Act will bring about 
just the opposite effect. 


First, the present Selective Service Act provides 
no safeguard whatever against a depopulation of 
our medical schools, and may I remind you that, 
at the beginning of the World War I, the medical 
schools were graduating 4200 men a year. At 
the end of that war they were turning out only 
2900! That, of course, was just the opposite of 
the desired situation and the country suffered on. 
account of it. Second, the present act will divest 
the hospitals of interns, and especially of resi- 
dents, putting them into the services when they 
are only half trained and subjecting the soldiers 
and sailors to their inadequate ministrations. I 
know full well that the Army and Navy want 
young men, but I maintain that they should also 
want men who are equal, by modern standards in 
medical training, to the grave responsibilities 
which they will have to assume. Recently, I 
talked with the medical director of the Kings 
County Hospital, Brooklyn, a very large and im- 
portant hospital in that borough of 3,000,000 pop- 
ulation. A recent survey of his visiting staff has 
brought out the information that, out of 500 men 
on the visiting staff, nearly 250 are already in 
the service, or expect sooner or later to be called. 
That loss will be a blow to that hospital’s impor- 
tant work, but if the King’s County Hospital must 
lose, also, most of its interns and residents—the 
men on the hospital’s own “firing line’—what, I 
wonder, will happen to the 3000 under-privileged 
charity patients which fill its wards? 


The American Hospital Association endorses 
Senate Rule 783 and approves its inclusion of den- 
tal students, dental interns, and dental residents 
along with their medical co-workers, as a wise 
provision. We might not oppose very minor 
changes, such, perhaps, as one of the suggestions 
by the representative of the American Medical 
Association, but it is our sincere hope that you 
will unanimously report this bill out of committee 
for favorable action by the United States Senate. 
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Medical and Dental Undergraduates 
and the Selective Training and 
Service Act 


The lessons learned from the last World War 
at so great a cost should not be soon forgotten. 
The mistakes then made should be remedied on 
every program for our national defense and for 
normal living after the emergency is ended. 


A serious mistake in the last war was the draft- 
ing of students of our medical and dental schools, 
all of whom were in the draft age, and assigning 
them to active service with our military and naval 
forces. These were all undergraduates with from 
one to almost four years’ study in our colleges of 
medicine. 


The course of study was interrupted, the supply 
of candidates for graduation in medicine was seri- 
ously reduced, and the number of graduates in 
' medicine the year following the close of the war 
was reduced to 2800 from approximately 4300 
graduates of the previous year, a professional 
mortality of 1400, from the effects of which, more 
than twenty years after, we have not recovered. 


The medical student who leaves his studies for 
service in the army seldom returns to complete 
his studies after these services have ended and 
he has been discharged from military life. He has 
grown that much older. That period of his life 
which is of most value to him for his preparation 
for his career has been interrupted for one or two 
or more years. He has forgotten much that was 
taught him in his medical college, his interest has 
lagged and he no longer desires to return to the 
Study of his profession, but is attracted to new 
pursuits. His ‘finances have been reduced in many 
instances, and as a mere matter of earning a living 
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he is forced into some vocation and forsakes the 
profession in preparation for which he has given 
up two to three years of his life. Such were the 
influences that reduced the graduate classes of 
the medical colleges of our country by more than 
1400 in a single year following the termination of 
the World War. 


And not only the candidate for his degree in 
medicine is penalized, but every element of our 
population participates in that penalty for years 
to follow. The even flow of our supply of gradu- 
ate physicians was reduced by one-third. Patients 
in their homes and in hospitals were denied, in the 
years immediately following, the effective services 
which these 1400 medical graduates would have 
provided for them. The average active profes- 
sional life of the physician today is more than 
twenty years. More than 28,000 years of compe- 
tent medical service were irretrievably lost. 


Our medical colleges can graduate some 5200 
young physicians each year, the majority of whom 
begin and complete their intern and resident ser- 
vices in our hospitals. <A majority 
enter active practice immediately following their 
graduation. The training they receive in the hos- 
pital finishes their preparation for service either 
in civilian or military life. The country’s interest 
will be best served, our soldiers and sailors will 
receive better medical care, and our civilian popu- 
lation will never know the serious scarcity of 
competent physicians if our service laws will work 


small 


to conserve one of the most valuable of our 
nation’s assets. 


The medical departments of the War and Navy 
Departments estimate that 3000 physicians will 
be needed for replacement purposes each year, to 


fill the complement as officers leave the service 
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because of disability, age, completion of training 
period or other cogent reasons. If this require- 
ment is met, less than 2200 of the 5200 physicians 
graduating each year will be left to contribute to 
the care of 130,000,000 of our civilian population. 


With small effort being made to conserve the 
numerical integrity of our medical student body, 
if these young men and women are not permitted 
to finish their medical education the number may 
be and probably will be reduced by 40 per cent or 
the number of physicians graduated each year 
and may be insufficient to meet the minimum 
replacement requirements of our armed forces and 
none will be available, other than the physically 
disqualified, to provide medical care for the 
civilian population. 


The re-establishment of the S.A.T.C., as un- 
satisfactory as it proved to be in the first World 
War, would be infinitely preferable to the sacrifice 
of that important national asset vested in the 
students of our medical, dental, and veterinary 
colleges. 


There were some two hundred medical and 
dental students, representing 36 colleges, and from 
every state in which a medical college is located, 
at the hearing on Senator Murray’s amendment 
to the Selective Training and Service Act. They 
were earnest, conscientious, and educated young 
men. Their patriotism, their loyalty, and their 
earnest consecration to their country’s cause could 
never be impugned. The request that they be 
permitted to complete their professional education 
to better serve their country was honest, sincere, 
and just. 


If we are to look forward to our country’s wel- 
fare when the war is over, if we gained any 
wisdom from the experience of Britain, France, 
Serbia, and our own country during the last war, 
we will keep these young men in their colleges 
until they have completed their professional 
studies. We cannot sacrifice the interests of these 
young men and should not destroy the purposes 
to which they have dedicated their lives. 


a 


The Deferment for Interns 


The hearings on Senator Murray’s amendment 
S. R. 783 to the Selective Training and Service 
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Act held March 18 before the Military Affairs 
Committee of the Senate, emphasized the neces- 
sity of providing for the deferment of call of in- 
terns and residents to active service, either by 
legislation or effective regulation, until the com- 
pletion of their hospital training. There was no 
exception on the part of those who appeared be- 
fore the Committee as to the desirability and the 
advisability of arranging for deferment. 


The groups appearing before the Committee, 
representing the interns themselves, the hospi- 
tals, the dental, pharmacy, and veterinary profes- 
sion and other groups, advocated the passage of 
the amendment. 


The representatives of the War, Navy and Pub- 
lic Health Services, and the Acting Director of 
the Selective Training and Service Act, were op- 
posed, as could be expected, to the deferment of 
any group or groups of young men and women for 
the reason that such group deferment would seri- 
ously interfere with the purposes of the Act. They 
emphasized that the local draft boards were 
vested with ample powers to defer the call of 
interns to active duty, without an amendment to 
the Act. 


The Chief of the Medical Personnel Division of 
the Army, as well as the Navy, advised that orders 
would be issued shortly by the Adjutant and the 
chief medical officer of each Corps Area that in- 
terns be not called to active service until the 
expiration of eighteen months from the date on 
which they began their intern service. 


Plans are being considered to commission each 
physician, who is physically qualified, in the mili- 
tary or naval service, this commission to be pre- 
sented to him at the time of his graduation from 
a medical college. Under this proposed arrange- 
ment the graduate as a commissioned officer could 
begin and complete his period of hospital training 
as an intern. 


That the military and naval medical authorities 
desire to cooperate with the purposes of the bill 
is evident. 


The representatives of the hospitals approve 
the Murray amendment and ask for its enactment. 
With full appreciation of the position of the rep- 
resentatives of the Federal departments, the 
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Army, the Navy, and the Public Health Service, 
and of the Director of Selective Training and Ser- 
vice, in regard to the ‘undesirable effects the 
passage of the amendment would have on the suc- 
cessful accomplishment of the purposes of the 
Selective Training and Service Act, it would seem 
that the deferment of medical graduates or the 
graduates of other professional colleges who have 
not completed their intern training would be sound 
and wise procedure. 


If it is conceded, as it must be, that this training 
is an essential part of the preparation of the 
graduate for the services that he will be called 
upon to render our soldiers and sailors as well as 
the men and women who work in our factories 
and munitions plants, then to interrupt or deny 
him this training, these services will be neither 
competent nor efficient and, in many instances, 
hazardous. 


The Murray amendment should be adopted. 


Hospital Service 


The Council on Medical Education and Hospitals 
has completed its twentieth annual survey of hos- 
pitals and hospital service. The data assembled 
are as convincing as they are interesting. The 
Council assembles these statistics with a pains- 
taking care that insures accuracy. 


The report shows a total of 6291 registered hos- 
pitals and sanatoria of which 1039 are approved 
for internships and residencies and 2261 approved 
by the American College of Surgeons. 


The 1039 approved for intern and resident 
training had a total of 474,051 beds including 
bassinets, and admitted a total of 5,317,302 pa- 
tients. The hospitals approved by the College of 
Surgeons had a total of 693,391 beds including 
bassinets, and admitted 7,495,283 patients. The 
6291 registered hospitals had a total of 1,288,184 
beds including bassinets, and admitted 10,087,548 
patients. 


There were 545 hospitals with 1644 beds that 
were refused registration. 


During the year, 86 new hospitals were opened, 
52 were under construction, and 100 were planned 
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and construction pending. The increase in reg- 
istered hospitals for the year is 65. 


The average census of patients was 1,026,171 
with a percentage of occupancy 70.3 as compared 
to 69.2 for the previous year. The total of pa- 
tient days was 375,578,586, an increase over the 
previous year of 11,862,291. Every 3-1/10 seconds 
a patient was admitted to our hospitals. In ad- 
dition to the 10,087,548 patients admitted, there 
were 1,214,492 babies born in our hospitals dur- 
ing 1940, and the total of patients cared for was 
11,302,040. 


In the twenty-one years past the bed capacity 
of hospitals has practically doubled and in the past 
thirty years it has trebled. There has been an in- 
crease in total bed capacity of 31,219 for the year, 
an increase equivalent to a new 85-bed hospital 
for each day in the year. 


The statistics have an added value when it is 
appreciated that all but 56 registered institutions, 
or 99.1 per cent, replied to the questionnaires, rep- 
resenting 99.8 per cent of the total bed capacity 
of all registered hospitals. 


This service which the Council on Medical Edu- 
cation and Hospitals of the American Medical As- 
sociation has rendered in collaboration with the 
American College of Surgeons is of increasing 
value to the hospitals, the medical profession, and 
more particularly to the public. It is complete, 
authentic, and most comprehensive in both the 
assembling and the analyzing of the data supplied 
by each of the registered hospitals. 





Maintaining Good Nursing Service 
in War Time 


The American Red Cross is the recruiting 
agency for the registered nurses in the military 
and naval service. Up to this time the response 
to the call for service while “slow in starting, the 
nurses are now answering in satisfactory num- 
bers,” and the mobilization is progressing accord- 
ing to schedule. 


The Red Cross advises that it has come to their 
attention over recent weeks “that the lag in re- 
cruitment in many instances is due not so much 
to the attitude of nurses as it is to that of their 
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employers—hospital managers, officials of health 
organizations, doctors, etc.” 


This would be a serious charge against hospi- 
tals if there were even a slight foundation for 
such indictment. While hospitals have been feel- 
ing the pinch of the scarcity of nurses in meet- 
ing the nurse needs for military and naval mobil- 
ization, it would be a matter of great surprise to 
those who know hospitals if there were found 
a single hospital administrator who had advised 
a nurse in his employ or discouraged her in any 
way from answering to the call of the American 
Red Cross for the recruitment of nurses for our 
military and naval forces. 


Experiencing a serious shortage of trained 
nurses for their nursing staffs long before the 
start of mobilization of our military forces, hos- 
pitals have studied ways and means to maintain 
acceptable nursing service in anticipation of in- 
creasingly heavy enlistment in the Red Cross 
Nursing Services. The hospitals in this country 
have for many months been training nurses’ aides, 
using volunteer nursing service, participating in 
the NYA and WPA programs for vocational train- 
ing of hospital personnel, and instituting refresher 
courses for graduate nurses who for one reason 
or another had retired from the nursing field and 
who may, if the need for their services becomes 
urgent, return to it. Hospitals are better pre- 
pared at the moment to meet any increasing de- 
mand that the Red Cross may make for addi- 
tional nurses than they have been at any time 
during the past four years. 


The American Hospital Association, by resolu- 
tion of its Board of Trustees, has advised its mem- 
ber hospitals, in so far as it is possible for them 
to so do, to grant a year’s leave of absence for 
their employees, who are called into the military 
or naval service, including nurses, without loss 
of their position or perquisites, after their return 
to the hospital upon completion of their year’s 
term of duty. The Catholic Hospital Association 
and the American Protestant Hospital Association 
are unquestionably taking the same attitude. 


The call to the colors will cut deeper into the 
presessional and technical personnel of the hos- 
pitals than into other institutions. Members 
of the medical staff, nurses, technicians and other 
necessary personnel will answer the call in num- 
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bers to meet all requirements of our mobilized © 
forces. The replacement of those called to active 
service will be difficult, but the hospitals will] 


- manage as they managed in the last war, and will 


lend full cooperation to the American Red Cross, 
and any branch of the Federal Government will- 
ingly and without complaint. That is the record 
of their performance in the past, and that is their 
program for the future. 


SS ees 


Through the Patient’s Eyes 


If one takes the number of illustrations in cur- 
rent hospital magazines showing the use of color 
to “brighten, up” patients’ rooms as indicative of 
a trend in decoration, something ought to be 
done about it or a lot of sick people are apt to 
feel sicker. 


The introduction of various tints for wall color- 
ing, “gay cretonnes” for hangings and upholstery, 
pictures on the walls and snappy bed coverings 
does make a hospital room more attractive—to a 
well person or an. interior decorator. But how 
about the patient? 


The psychology of color and light is an inter- 
esting subject and reveals surprising differences 
in the reaction not only of different individuals 
but of the same individual under varying condi- 
tions. 


A decorative scheme designed to “provide an 
exhilarating mental lift’? might have quite a 
devastating effect on some patients. The “ex- 
hilarating lift’? might be sufficient, for instance 
with a pneumonia patient, to suggest flying 
through the window; or one with peritonitis 
might see in the bright flowers in. the pictures 
or in the figures of the hangings the shapes of 
demons or the fires of hell. 


The right note for the sick room is restfulness, 
not exhilaration, and the best comment on its 
decoration, from the patient’s standpoint, is that 
it was not even noticed. 


Colors for the patient’s room should be soft, 
neutral, and plain. Spots of color or of light are 
disturbing to the sick and figured designs should 
be used, if at all, with great restraint. 


C. G. P. 
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Out-Patient Care for the Needy—Part | 


Policies That Should Govern the Use of Tax Funds for the Care in Nongovern- 


mental Out-Patient Departments of Patients Who Are Public Responsibilities 


This statement by the Joint Committee of the American Hospital Association and the American Public Welfare As- 
sociation is still in tentative form. The Committee desires comments and criticisms before recommending it for approval 
by the two Associations. Comments may be addressed to the Chairman, Ellen C. Potter, M.D., Department of Institu- 


tions and Agencies, Trenton, New Jersey.—THE EDITOR. 


American Public Welfare Association some 

time ago officially adopted a statement of 
policies and principles that should govern payment 
from tax funds to nongovernmental hospitals for 
in-patient (bed) care of the needy. This state- 
ment was prepared by the Joint Committee of the 
two associations.* 


T= American Hospital Association and the 


The committee proceeded on the general prin- 
ciple that “public funds may be used for the care 
of the needy sick in hospitals as appropriately as 
for general relief, without in either case displac- 
ing nongovernmental hospitals and relief agencies 
from their charitable functions.’”? 


It was recognized “that the use of tax funds to 
pay voluntary hospitals for the care of the needy 
is a widespread and, under some local conditions, 
a reasonable policy.’’* 


It was taken for granted as a sound principle 
of public policy that, in so far as governmental 
facilities are available, public funds should be ex- 
pended primarily in the public institution. 


The statement concerning “Hospital Care for 
the Needy” appeared to meet an urgent need for 
clarification of the policies and principles involved. 
The original supply of 2500 copies was exhausted 
within a year and a half after publication. The 
Chairman of the Public Welfare Law Committee 
of a State Hospital Association recently reported 
that— 


“I have many problems put to me both by 
administrators and social service workers of 
voluntary hospitals and also by public wel- 
fare officials. Very often, this copy of the re- 
print does the trick, settling the dispute.” 


The reorganization of a number of community 
plans for payment of tax funds to nongovernmen- 
tal hospitals has been based on the principles of 
“Hospital Care for the Needy.’ 


The promulgation of our former statement gave 
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@Ellen C. Potter, M.D., Trenton, New Jersey—A.P. 
W.A., Chairman. 

Rev. J. J. Bingham, New York City—A.H.A. 

R. N. Bishop, Jr., M.D., Cleveland, Ohio—A.H.A. 
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rise to a demand, from both public officials and 
hospital administrators, for a similar formulation 
concerning payment from tax funds to nongovern- 
mental institutions for out-patient service. It was 
argued that there is no difference in principle be- 
tween payment for out-patient and in-patient 
service; and that a very large proportion of out- 
patients are recipients of public assistance. 


The Joint Committtee recognizes that in some 
communities ambulatory service for public pa- 
tients is provided in physicians’ private offices 
rather than in out-patient departments. Payment 
to out-patient departments should be dealt with as 
a question of broad public policy, bearing in mind 
that group practice in well-organized clinics may 
provide better facilities for diagnosis and treat- 
ment than is frequently available in individual 
physicians’ offices. Moreover, out-patient depart- 
ments may with great advantage cooperate with 
private practitioners by providing diagnostic and 
consultant service to patients cared for by these 
physicians in their private offices. 


Consequently, the Joint Committee undertook to 
prepare a statement of policies and principles con- 
cerning payment to out-patient departments. Pre- 
vious to the development of “Hospital Care for 
the Needy” a study had been made by the Amer- 
ican Public Welfare Association of the current 
practice in using tax funds for payment to volun- 
tary hospitals for in-patient care.° Before at- 
tempting to draft a statement concerning payment 
from tax funds for out-patient service, the Com- 
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mittee made inquiries by mail as to the prevalence 
of this policy and conducted considerable corre- 
spondence with some communities in order to as- 
certain the administrative procedures involved. 


The Committee considers the present publica- 
tion, especially section C, “Suggested Policies and 
Procedures,” as tentative and invites comment 
and criticism from both public officials and hos- 
pital administrators. 


This statement includes: 

A. Summary of Pertinent Data 

B. Discussion of Problems 

C. Suggested Policies and Procedures 


A. Summary of Pertinent Data 


Extent to Which General Out-Patient Service Is 
Provided by Nongovernmental Hospitals 


Data were presented in “Hospital Care for the 
Needy” which indicate the large extent to which 
general hospital service in this country is pro- 
vided by nongovernmental institutions. These in- 
stitutions constitute 83 per cent of the number of 
general hospitals and furnish 68 per cent of the 
bed capacity.° 


Except in large cities, government also plays a 
relatively small part in providing out-patient serv- 
ice. A study made by the U. 8. Public Health 
Service indicates that less than one-quarter of the 
general out-patient departments are under gov- 
ernmental auspices (state, county, and city). On 
the other hand, these governmental departments 
are generally large. As a result, nearly half (46 
per cent) of the volume of service (number of 
visits)? is provided by this group. 


Development of Out-Patient Service in the 
United States 


Although the establishment of “dispensaries” 
for the sick poor accompanied and in some com- 
munities antedated the development of hospital 
service in this country, during the early days the 
development of out-patient service did not keep 
pace with that of hospitals. More recently, the 
number of out-patient departments and the serv- 
ice provided by them has increased by leaps and 
bounds. Of 461 general out-patient departments 
which reported their date of establishment in a 
recent study, 26 per cent were opened before 1900, 
25 per cent between 1900 and 1920, and 49 per 
cent in the period 1920-1936.* 


This increase has been due to several factors, 
including: the change of clinic clientele from the 
destitute to persons who are ordinarily self-sup- 
porting, but who cannot meet the costs of private 
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medical care (this change of clientele was accen- 
tuated during the depression); and recognition 
of the advantages, both economic and scientific, 
of providing ambulatory service for the sick poor 
in out-patient departments where consultant and 
diagnostic services are available. 


At present general out-patient departments are 
concentrated in large cities. A recent study® in- 
dicated that such services are available in 80 per 
cent of cities of over 100,000 population and in 
contrast, only 5 per cent of the cities with less 
than that population have general out-patient de- 
partments. 


A recent article’® describes the gradual change 
in policy concerning charges to patients—from 
nominal fees or none at all to 25 and 50 cents a 
visit, plus extra charges for medicine and special 
service. 


With the advent of the depression, the number 
of out-patients enormously increased, the propor- 
tion of those able to pay decreased to an even 
greater extent and out-patient departments were 
faced with a much greater demand for free serv- 
ice at a time when all their sources of revenue 
were sharply reduced. 


Efforts to meet the rising costs of out-patient 
service, without impairing the quality of care, led 
to discussion of securing payment from tax funds, 
especially for service to recipients of public as- 
sistance, who constituted a very large proportion 
of clinic patients. 


The Federal Emergency Relief Administration’s 
Rules and Regulations No. 7, pertaining to med- 
ical care, clearly enunciated the principle that 
medical care is one of the necessities of life, for 
which relief funds may properly be used. AIl- 
though these rules specified continuous use of 
existing facilities, such as hospitals and clinics, 
without payment from relief funds, the establish- 
ment of the principle of payment from tax funds 
for medical care was an important step, as pre- 
vious social work tradition had been to seek to get 
medical care for clients without paying for it. 


Several studies made‘after 1930 recommended 
that tax funds be used to pay for out-patient serv- 
ice. These studies include the Report on State Aid 
in Pennsylvania, the Social Study of Pittsburgh 
and the Hospital Survey for New York. ™ 


Practice of Using Tax Funds to Pay Nongovern- 
mental Institutions for Out-Patient Service 


In an effort to determine the prevalence of the 
practice of using tax funds to pay nongovernmen- 
tal hospitals for out-patient service, the Joint 
Committee made an inquiry by postal card to a 
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representative list of voluntary general hospitals 
with organized out-patient departments. The 
only questions asked in this preliminary inquiry 
were: whether or not the institution received pay- 
ment from tax funds and, if not, whether the sub- 
ject of such payment had ever been considered. 
Incomplete response to this inquiry and data avail- 
able from other sources revealed that, although 
the practice of making payment from tax funds 
for out-patient service is not carried out as ex- 
tensively as that of paying for in-patient care, it 
is fairly widely developed throughout the country. 
Reports received show that this policy is in force 
throughout the state of Pennsylvania and in more 
than 70 cities in 13 other states. 


Some localities not listed above reported tax 
payments for special services or special clinics— 
for example, in New York City the Department of 
Welfare reimburses out-patient departments for 
drugs furnished to recipients of relief; and tax 
funds are used to pay for service in nongovern- 
mental venereal disease or orthopedic clinics in 
about 50 communities. 


This report deals with the payment of public 
funds for the medical care of indigent or needy 
persons. Throughout the United States health 
departments have also utilized public funds to aid 
clinics in the diagnosis, treatment, and control of 
certain diseases. Federal, state, and local funds 
may thus be involved in aiding syphilis or tuber- 
culosis clinics under voluntary auspices; in recent 
years public health funds have facilitated the es- 
tablishment or maintenance of cancer clinics and 
occasionally of other special services of public 
health interest. In some localities institutions re- 
ceiving public health funds for such purposes may, 
in addition, be paid by another governmental de- 
partment for the out-patient care of needy per- 
sons. Public aid to voluntary institutions by cate- 
gories of disease is a subject which, if pursued, 
would require a special and independent study. 


Administrative Practices 


In order to secure, in some detail, information 
as to the policies and procedures governing tax 
payment for out-patient service, letters were sent 
to hospital administrators in different parts of the 
country where (1) the postal card reply had indi- 
cated that a significant amount of work was being 
carried on or that the plan had unusual adminis- 
trative features or (2) where a detailed reply 
could be expected because the hospital administra- 
tor was well known to some member of the com- 
mittee. In nearly all cases, inquiry was also made 
from representatives of the welfare departments 
in the same localities. 


This inquiry included questions as to: 
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The agency responsible for making payment 

Whether all out-patient departments in the lo- 
cality participate in the program or, if not, 
the criteria for selection 

Method and rate of payment 

Economic eligibility 

Method of referring patients and authorizing 
care at public expense 

Methods of recording service and billing the 
public agency 

Forms and other details as to procedure 


Although follow-up letters were written, com- 
plete replies were received from few localities. It 
appears that in some places, especially where the 
amount of service is slight, procedures have not 
been formalized and therefore detailed descrip- 
tion was impossible. The data secured will be 
presented in two ways: (1) fairly complete de- 
scriptions of typical set-ups in Chicago, Rochester, 
San Francisco, and the State of Pennsylvania, 
where a considerable amount of out-patient serv- 
ice is being paid for; and (2) an analysis, by sub- 
ject, of the information secured from six other 
localities. 


Chicago—Since early in 1933, the Cook County 
Relief Administration and its successor, the Chi- 
cago Relief Administration, has paid Chicago hos- 
pitals $200,000 or more yearly for out-patient 
service to relief clients. The plan for reimbursing 
hospitals for out-patient service is part of a com- 
prehensive program for medical relief, developed 
with the advice and cooperation. of the Health 
Division of the Council of Social Agencies. The 
Health Division serves in an advisory capacity 
to the Relief Administrator on its medical pro- 
gram, and the Commissioner of Relief looks to it 
for recommendations on standards, administrative 
policy, and the selection of hospitals and clinics 
to participate in the program. The Health Di- 
vision serves the Community Fund in a similar 
capacity and the programs of the Fund and the 
Relief Administration for reimbursement for out- 
patient service are closely integrated, the latter 
making payments for service to relief clients and 
the Fund on the basis of free service to the med- 
ically needy. 


Not all clinics in the city participate in the pro- 
gram. The Health Division developed standards 
which must be met by hospitals and their out- 
patient departments in order to be eligible for this 
public service,!? and advises the Relief Adminis- 
tration on the selection and designation of the 
institutions which meet these standards. Inciden- 
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tally the same standards apply to participation in 
allocations from the Community Fund. 


Payment to clinics is at the rate of 65 cents a 
visit, which includes all necessary medical care, 
drugs, dressings, x-rays, and laboratory services. 
Medical appliances are purchased by the Relief 
Administration. Two or more visits may be 
charged for if the patient attends two or more 
out-patient clinics during a single visit. 


Allocations are made monthly in accordance 
with the volume of service rendered by each clinic 
to recipients of relief, and limited to amounts not 
exceeding, on an annual basis, the deficit attribu- 
table to these services incurred by the clinic. The 
Health Division of the Council advises the Relief 
Administration on both the total allocation for 
clinic service and allocations to individual out-pa- 
tient departments. Such advice is based on 
monthly financial and service reports submitted 
by each institution to the Health Division, which 
are available to both the Relief Administration 
and the Community Fund. 


The Relief Administration pays only for service 
rendered to recipients of relief for whom care is 
authorized on a special form for medical referral. 
Two other interesting forms are used in connec- 
tion- with reference of patients for clinic care— 


One, which is used by case workers in ini- 
tiating the request for approval by district 
office medical units, includes place to record 
the nature of the disease, whether the pa- 
tient or a member of his family has ever at- 
tended a clinic, the name of the clinic, and the 
date of last attendance. 


The other is an “outline to accompany med- 
ical referrals,” which suggests items of in- 
formation, such as pertinent medical history, 
work history, or (for a child) school history, 
social background, family relationships, etc., 
which it may be desirable to include in re- 
ferrals where there are special medical-social 
problems or when a full report from the clinic 
is required to plan for the patient. 


In this connection, the Coordinating Committee 
of the Family Service Section and the Health Co- 
ordinating Committee of the Council of Social 
Agencies have developed a statement entitled “Co- 
operation between Family Agencies and Social 
Service Departments of Medical Agencies,” which: 
enunciates the principles of referrals and coopera- 
tion in treatment. 


The out-patient departments are responsible for 
keeping records of service and preparing bills. 
They submit each month to the Relief Administra- 
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tion, invoices bearing the signature of the pat ent 
and showing the number of visits and ¢ tal 
charges for each patient during the month. 


Copies of the rules and regulations in regard 
to clinic service and of the forms in use may be 
secured from the Chieago Relief Administration, 
Merchandise Mart, Chicago. 


Rochester, New York—Since 1935 the Depart- 
ment of Public Welfare of Rochester, New York, 
has made payments to the hospitals in that city 
for out-patient service. ‘The plan was developed 
by the Director of the Medical Service Division 
of the Department of Public Welfare (a physi- 
cian) in conference with representatives of the 
hospitals. 


All the out-patient services in the city, except 
one, participate in the program. The reason for 
excluding this institution is that it failed to meet 
the requirement of providing at least 20,000 visits 
annually. No other standards for participation in 
the program were set up, as it was _ believed 
that all the institutions concerned had adequate 
standards. 


The rate of payment is 50 cents a visit, exclu- 
sive of extra charges, at agreed rates, for x-ray 
diagnosis and therapy, and especially expensive 
medication, such as insulin, liver preparations, 
and other specific items which have been previ- 
ously approved. Two or more visits may be 
charged for if the patient attends two or more 
out-patient clinics during a single visit. 


In 1939, the Department of Welfare paid the 
hospitals $51,462.19 for 73,804 out-patient visits 
or at the rate, including charges for extra services, 
of about 70 cents a visit. The actual cost per visit 
to the Department of Public Welfare, including 
the salaries of workers assigned to the clinics 
whose functions are later described, was over 85 
cents a visit. It is interesting to note that in 1939, 
the Department of Welfare paid for 26.9 per cent 
of the visits to participating clinics. 


The Welfare Department pays only for service 
to persons who are currently receiving relief. 
Patients may apply directly at the out-patient 
departments for treatment, without referral from 
the public agency. However, the Department of 
Public Welfare controls authorization for pay- 
ment from public funds through workers assigned 
to each out-patient department. There are twelve 
such workers, the number assigned to each insti- 
tution depending upon the volume of service. 
Their functions include: 


Verification of the relief status of “new” 
patients who state that they are receiving 
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relief, by telephoning the central record of- 
fice of the Department of Public Welfare. 


Preparation of vouchers for authorization 
of service and of daily summary sheets of 
service provided for relief clients. 


Maintaining a file ot case records for each 
authorized patient, on which are indicated the 
date, clinic, diagnosis, special service, or 
medication, and charges for every visit made 
at the out-patient department. 


Securing reauthorization from the Depart- 
ment of Public Welfare for patients who have 
already made five visits. 


Accounts and bills are sent in monthly to the 
Department. Bills list the daily totals, which are 
checked against the daily summary sheets of 
service provided to relief clients. 


Copies of the forms used in administering this 
program may be secured from the Medical Service 
Division of the Department of Public Welfare, 
Convention Hall Annex, Rochester. 


San Francisco—The Central Medical Bureau, 
which serves as the “general practitioner” for 
relief clients, refers cases requiring specialists’ 
service for diagnosis and/or treatment to the out- 
patient departments in that city. 


The Health Council has frequently advised on 
the relationship between the Medical Bureau and 
the out-patient departments. 


All hospital out-patient departments, except 
those of proprietary hospitals, are eligible to pro- 
vide service, although in actual practice patients 
are most frequently referred to two large teaching 
clinics, which are glad to have interesting cases 
for clinical discussion. 


Payment is made at the rate of 65 cents a visit, 
inclusive of all diagnostic service and treatment. 
It was reported that the actual cost of service, 
determined by a recent survey by the local Com- 
munity Chest, was approximately $1.00 per visit. 


; Only one visit is paid for even though a patient 
is cared for in two or more out-patient clinics 
during a single attendance. 


As the service of the Central Medical Bureau is 
restricted to recipients of relief, payment to out- 
patient departments is obviously only for relief 
clients. 


A referral form, which includes identifying 
daia, the date of issue and of expiration, is used 
to authorize service by out-patient departments. 
Reference procedure also includes a medical re- 
ferral form, devised to record pertinent medical 
information, which aids in immediately admitting 
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the patient to the appropriate special clinic and 
obviates repetition of laboratory work which has 
already been done. 


Each out-patient department prepares and sub- 
mits monthly an itemized bill giving the name, 
case number, and number of visits of each patient. 
This is sent to the local relief office for verifica- 
tion of case activity. The accounting division later 
deletes any charges made for patients who are no 
longer active relief clients. 


As the out-patient departments have insufficient 
clerical staff to make medical reports to the Cen- 
tral Bureau, the Bureau has a physician on its 
own payroll in the larger institutions, who reviews 
the case records of referred patients and prepares 
reports to the Bureau. As the policy of the Bureau 
is to discontinue use of the special out-patient 
service as soon as a diagnosis has been. established 
and a course of treatment recommended which 
could be handled by the less adequate facilities 
of the Bureau, the out-patient departments may 
“lose” patients for whom they have done intensive 
work and in whom they have become interested. 
The Bureau reports, however, that some cases of 
unusual teaching value are allowed to continue in 
the special clinics. 


State-Wide Plan in Pennsylvania—Since Feb- 
ruary, 1939, the Department of Public Assistance 
in Pennsylvania has paid for out-patient service 
according to policies developed with the advice of 
the State Healing Arts Committee, which includes 
representation from all the medical and allied 
professions and the State Hospital Association. 

The bulletin issued by the State Hospital Asso- 
ciation concerning the plan™ states that “recog- 
nized hospital clinics will be permitted to partici- 
pate in the medical program.” No minimum 
standards have been developed as the basis of 
selecting for public service those institutions 
which are providing out-patient care of good 
quality. 


Clinics are entitled to charge 50 cents a visit, 
exclusive of medicines. (Under the same plan, 
physicians charge $1.00 for office calls.) Medi- 
cines are provided by outside pharmacies accord- 
ing to prescriptions written by clinic physicians. 
A charge of $5.00 is allowed for an x-ray examina- 
tion to determine the presence or absence of 
fracture. 


Even though a patient may be treated by two 
or more clinic departments during the same visit, 
charge may be made for only one visit. 


All charges for out-patient service, together 
with charges for all other medical service" except 
drugs, are prorated, that is, all approved charges 
are totaled and, after pharmacists’ bills are paid 
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in full, are paid in proportion from the designated 
funds set aside in each county for medical care— 
20 cents a month per person receiving public 
assistance. The amount of proration varies from 
month to month and from county to county. 
During 1939, hospital clinics throughout the state 
were paid approximately $142,000 for an esti- 
mated total of 347,000 visits, or at the average 
rate of a little over 40 cents a visit. 


Under this program, payment is made only for 
persons actually receiving assistance from the 
Department of Public Assistance. Patients apply 
directly to the out-patient departments, which are 
responsible for determining, by communication 
with the public agency, whether or not the patient 
is receiving assistance. For patients with chronic 
illness, who require long periods of care, the ex- 
isting rules state that authorization for prolonged 
treatment must be secured from the County Heal- 
ing Arts Committee. 


Only one form is used in this program—the 
“Standard Medical or Dental Invoice.” Regula- 
tions concerning the preparation and use of this 
invoice include: 


Service for all members of the same family 
must be carried on the same invoice. Invoices 
are prepared in quintuplicate, one copy being 
retained by the hospital. They include a rec- 
ord of the diagnosis and the signature of the 
patient. 


Invoices must be submitted monthly, not 
later than the fifth of the month for patients 
treated the previous month. For patients still 
requiring treatment at the end of a month, 
the invoice submitted is marked “treatment 
continued” and a new invoice is prepared for 
the subsequent month. 


Invoices are forwarded to the local Healing 
Arts Committee for review and approval (or dis- 
approval) of the charges. Invoices for patients 
who are not currently receiving assistance are 
returned to the hospital, disapproved. As previ- 
ously stated, payment is prorated according to the 
funds available. 


Copies of the regulations concerning this pro- 
gram and of the forms used may be obtained from 
the Department of Public Assistance of the 
Commonwealth of Pennsylvania, Harrisburg, 
Pennsylvania. 


Summary of pertinent data from six other coun- 
ties—Less complete data are presented from six 
other communities: Fletcher, North Carolina; 
Louisville, Kentucky; Poughkeepsie, New York; 
New Bedford, Massachusetts; New Haven, Con- 
necticut; and Springfield, Massachusetts. 
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In all of these localities except one, the public 
agency responsible for payment is the Department 
or Board of Public Welfare. In Fletcher, North 
Carolina, the County Board of Commissioners is 
responsible. 


In three of these communities, Louisville, New 
Haven, and Springfield, different hospitals have 
different arrangements with the public agency 
concerning methods or rates of pay, indicating 
that no community-wide plan has been developed 
in conference with representatives of all the hos- 
pitals. In each of the three other localities, only a 
single local hospital receives payment for out- 
patient service. 


The method and rate of pay varies as follows: 


Fletcher, North Carolina—There is no set 
charge, but a flexible fee, on. a per visit basis, with 
special service extra. 


Louisville, Kentucky—One out-patient service 
is paid 50 cents a visit, exclusive of laboratory and 
x-ray examinations and drugs, which are charged 
for at the estimated cost. Another hospital is 
paid $1.00 a visit, inclusive of all services. 


New Bedford, Massachusetts—The rate is 25 
cents for admission, with extra charges at cost 
for medication, dressings, laboratory and x-ray 
examinations, and tonsil and adenoid operations. 


New Haven, Connecticut—One hospital is paid 
by a lump-sum appropriation. Another is paid 
$1.00 a visit, inclusive of all services. 


Poughkeepsie, New York—A lump sum appro- 
priation has been succeeded by a fee of $1.20 a 
visit, which is the same rate at which physicians 
charge for office calls by relief clients. All bills 
for physicians’ home and office calls and for clinic 
visits are prorated. In 1939, $1,159.61 were paid 
for 1534 clinic visits, indicating that the rate of 
pay, after prorating, was a little over 75 cents a 
visit. 

Springfield, Massachusetts—Payment for pre- 
natal care in maternity hospitals is at the rate of 
75 cents per visit. A general out-patient depart- 
ment is paid only for medicine, x-ray diagnosis, 
and therapy. 


Procedures for determining eligibility, refer- 
ring patients, and authorizing care at public ex- 
pense are not standardized in all of these locali- 
ties. In some, the service is relatively small and 
the procedure is informal. 


In Fletcher, county welfare clients and WPA 
workers are eligible, although each case is acted 
upon individually. Most cases are referred to the 
clinic by the welfare authorities, but the clinic 
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may initiate request for authorization. No forms 
are used for authorizing service. 


In Louisville, patients are usually referred by 
the Welfare Department, which is responsible for 
determining eligibility. Approximately 75 per 
cent of the patients for whom payment is made 
are receiving relief; the other 25 per cent are the 
so-called “medically needy.”’ No forms are used. 


The out-patient department in New Bedford 
initiates the request for authorization by form 
letter and the Department of Public Welfare re- 
turns an authorization notice for patients for 
whom responsibility is accepted. Payment is made 
for both recipients of relief and the medically 
needy. 


The out-patient department in New Haven, 
which is paid on a per visit basis, is only author- 
ized to provide necessary follow-up care to pa- 
tients for whom the Department of Public Welfare 
has already accepted responsibility for in-patient 
care. 


In Poughkeepsie, the out-patient department 
sends a postal card to the Department of Welfare 
requesting authorization. If Welfare accepts re- 
sponsibility for payment, an authorization is 
returned which is good for fourteen days and 
must be renewed if service is continued beyond 
that period. 


In Springfield, some cases are referred by the 
public agency, and in some instances the out- 
patient departments request authorization for 
patients who have applied to them directly. The 
Welfare Department reported that payment is 
made for the medically needy as well as for relief 
clients. 


Procedures for recording service and billing the 
public were described as follows: 


In Fletcher, bills for each patient are usually 
rendered at the termination of the illness. 


One hospital in Lowisville sends in bills at the 
end of each month, accompanied by a resume of 
the medical care rendered each patient, together 
with any pertinent recommendations made by the 
medical staff. 


In New Bedford, a clinic clerk keeps a record of 





all service and charges for each patient for whom 
the welfare department has authorized service. 
Separate bills are rendered for each patient every 
month. 


The authorization form used in Poughkeepsie 
also serves as the form for rendering bills. It 
must be prepared in triplicate and, as regulations 
require that bills must be notarized, each copy 
must be personally signed by the administrator of 
the out-patient department. 
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The Nutrition Clinic in the Out-Patient Department 


FERDINAND PIAZZA, M.D. 


has, during recent years, made remarkable 

progress in food service to hospitals, and 
has come to be recognized as a very necessary and 
important specialty. It is about time that the 
gastro-intestinal tract and what is put into it re- 
ceived some serious scientific care. Normal peo- 
ple and sick people, whether bed-ridden, conva- 
lescent, chronic or ambulatory, require special and 
scientific dieting, and should be taught, in addi- 
tion, normal habits in eating. All employees in 
hospitals should have the benefit of proper scien- 
tific food service. 


D> IETETICS represents a profession that 


The dietary department of a hospital has as- 
sumed greater importance, since it has been shown 
that at least one-third of the total hospital ex- 
penditure is attributable to this division. The 
American College of Surgeons has promulgated 
certain fundamental and guiding principles which 
can be found in their “Manual of Hospital Stand- 
ardization.” 


Responsibilities of the Dietitian 


Unfortunately, in some hospitals, the dietary 
division has come to consider itself an orphan, no 
one paying any attention to it except the super- 
intendent who has to supply the budget allowance 
to carry on. In general, however, this is not so. 
The dietary department is as important as the 
therapeutic and diagnostic divisions such as the 
laboratory or x-ray division. The dietitian should 
cooperate with the physician in the treatment of 
not only the patients receiving special diets but 
in the treatment of all patients. She should take 
part also in the educational functions of the hos- 
pital, a very important function, in the teaching 
of student dietitians, student nurses, medical stu- 
dents and interns. The dietitian is also responsi- 
ble for carrying out the policies of the institution 
in her own department, besides supervising its 
personnel. 


In addition to her influence in the hospital, we 
have come to realize that the dietitian is having 
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an influence on the prevention of disease and pro- 
motion of health in the community. Her contact 
with the family, the school child, the student and 
others whom she educates along the lines of sound 
dieting guides their future physical condition. 
There is no better place in the hospital to accom- 
plish this latter function than in the out-patient 
department. 


The Dietitian in the Out-Patient Department 


The dietitian in charge of the nutrition clinic, 
which is a relatively recent innovation, renders a 
most valuable service to the patient, hospital, and 
community. We cannot deny, on the other hand, 
the value of such a service to herself. Her con- 
tacts made in the out-patient department are per- 
sonal contacts with individual patients and their 
particular dietary problems, rather than the group 
contact in the hospital proper. 


The dietitian in a large municipal institution 
must keep track of the costs of different foods, 
foods in and out of season, through reading and 
other channels of acquiring such information. In 
a nutrition clinic she will find it necessary to ac- 
quaint herself not only with the general cost of 
foods, but also with the cost of food in the par- 
ticular district in which the out-patient depart- 
ment is located. She will also find that she must 
become well-acquainted with home economics in 
actual practice, for she will have to instruct the 
patient exactly what foods to buy and approxi- 
mately the cost involved, in the light of the nec- 
essarily limited resources of these indigent pa- 
tients. She will also be required to show the 
patient how to prepare meals without the neces- 
sity of cooking separately for the sick member of 
the family, for she must always avoid putting the 
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patient to any additional expense. It must be re- 
membered that patients coming to a clinic are 
medically indigent or on home relief and the prob- 
lem involved is to supply only the low cost foods 
without sacrificing quality or nutritive value. 


The Instruction of the Patients 


The dietitian will soon learn, in her instruction 
of the patients, how to use pictures, food models, 
blackboards, etc., in her effort to make herself 
better understood. This helps in developing her 
poise and demonstrating ability. She will also find 
it necessary to use very simple language. The 
patients are not expected to know what carbohy- 
drate or protein is, whereas they do know what 
sugar or meat is. They will understand “melt,” 
but not “dissolve,” and so on. Of course, then, the 
question of foreign speaking patients comes up. 
Here it is wise to obtain the services of an inter- 
preter who speaks the particular language needed. 
It is surprising, in such instances, how many for- 
eign words and phrases we pick up which might 
be of great assistance to us with other patients. 


A good plan, if at all possible, is to have copies 
of all diet lists translated into the foreign lan- 
guages and have them for distribution to the for- 
eign patients concerned. This may mean addi- 
tional work and expense, but if, by this method, a 
life has been saved or human suffering has been 
somewhat alleviated, will it not have been worth 
while? Furthermore, think of the advantage and 
personal satisfaction of the dietitian to be able to 
make herself understood to a foreign-speaking pa- 
tient, and if she is especially apt, she may even 
learn to speak a new language. 


Diets for Ambulatory Patients 


Another advantage the clinic dietitian has over 
the regular hospital dietitian is the fact that she 
will acquire experience in the modification of a 
diet which becomes necessary when a bed patient 
becomes an ambulatory out-patient. And what 
of the understanding of human nature and the 
psychology of patients that she acquires in such 
a clinic? 


It will be interesting to note, that, in dealing 
with patients on home-relief, we often find that 
they will not always spend the food allowance as 
directed by the nutritionist. We all know that 


the home-relief allowance is very close to the sub- 
sistence level. If Johnny wants to go to the 
movies occasionally, or Jack has to buy a package 
i cigarettes, the money cannot come from the 
it allowance; it must come from the food al- 
vance. The dietitian, then, should know, or 
uld become acquainted with the social condi- 
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tions and habits of the patient, for these often 
may throw light upon some of the failures in diet 
therapy. Little Johnny was placed on a high 
caloric diet because of malnutrition, and an addi- 
tional home-relief allowance was granted the fam- 
ily for six months. After this period Johnny did 
not gain an ounce of weight. On looking further 
into his home conditions, we found Johnny’s fa- 
ther a drunkard, and was using the money for 
drinks. In another case, a diabetic was found to 
have increased sugar in the urine and an increased 
blood sugar towards the end of every month for 
a long time. This puzzled the physician and the 
dietitian until detailed inquiry disclosed the fol- 
lowing: The patient had been properly advised 
as to the diet necessary, however, since the re- 
lief allowance was reduced to a low ebb just before 
the end of the month, and since the buying of an 
occasional package of cigarettes further reduced 
this amount, he found, in order to satisfy his 
hunger, all he could afford to buy was more bread 
and nothing else until he would receive his new 
allowance at the beginning of the month. 


The Service to the Clinic Patient 


Now let us consider what service the patient in 
the clinic receives. The patient, in the first place, 
receives individual attention. He will no longer 
be confused by the diet list handed to him by the 
busy clinic doctor, since the nutritionist has ex- 
plained this list to him in detail. He is made 
aware of the importance of following this particu- 
lar diet in the treatment of his illness. He will 
be instructed as to possible substitutes for items 
in the diet list, for here more than anywhere else, 
is variety most desirable and appreciated. On 
occasions, patients on special diets go on picnics, 
and wish information on how to pack a lunch for 
themselves and the family, without the necessity 
of bringing separate lunches. These things are 
of extreme importance to the patient from a psy- 
chological point of view. 


The clinic dietitian is of great assistance and 
value also to the clinic doctor and to the out-pa- 
tient department as a whole. The physician in 
the clinic does not have the time or perhaps the 
inclination, or even the necessary information in 
some cases, to sit down and explain the dietary 
instructions to each individual patient, nor is it 
desirable to use his time for this purpose in a 
busy out-patient department. And then, again, I 
wonder how many physicians would appreciate 
learning something about home economics and 
practical dietetics! The time spent on the sub- 
ject of dietetics in medical schools is very meager 
indeed, and it may be of benefit to supplement 
such knowledge by consultations with the clinic 
dietitian. A doctor may give a diabetic patient a 
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diet calling for forty grams of carbohydrates, 
thirty grams of proteins, and fifty grams of fat. 
Unless he is well-informed on dietetics, does he 
know how much bread or sugar forty grams is in 
simple language, or of how much meat or milk 
and of how much butter or cream this diet should 
consist? Here is an opportunity to find out. 


There are certain definite advantages to the out- 
patient department in having such a dietitian, 
which are quite evident. The physician’s time is 
not wasted; more patients can be seen by him as 
a consequence. The clinic will run much more 
efficiently with the desired advancement in its 
standards. The hospital will profit not only by 
keeping the diabetic patient ambulatory, when, 


because of faulty instructions, he might have gone 
into a diabetic coma or insulin shock, but also by 
the prevention of illness and promotion of health 
of these patients and their families. 


The dietitian in an out-patient department, 
then, fulfills an urgent need. We have seen the 
advantages to everyone concerned, and, above all, 
to the patient, upon whom the entire institution 
owes its existence. Every hospital, governmental, 
voluntary, or proprietary, should have the ser- 
vices of a capable well-trained dietitian in. its 
clinic, and we hope the time may soon come when 
all hospitals will have a nutrition clinic with a 
full time dietitian in attendance in all of their out- 
patient departments. 
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Hospital Administration Course at Cornell University 


For the benefit of those hospital executives, 
superintendents, assistant superintendents, busi- 
ness managers, nursing supervisors, and house- 
keepers, who wish a brief refresher course on hos- 
pital administration, Cornell University announces 
that its very successful program in that subject 
will be repeated in the Summer School of Hotel 
Administration for 1941. 


Dr. Joseph C. Doane, medical director of the 
Jewish Hospital, Philadelphia, chairman of Board 
of Editors, Modern Hospital Magazine, and Pro- 
fessor of Clinical Medicine at Temple University, 
will be in charge. He will be assisted by Dr. 
Donald Smelzer, director of The Germantown Hos- 
pital and Dispensary, Germantown, Philadelphia, 
and a trustee of the American Hospital Associa- 
tion. 


Among the subjects the course proposes to 
cover are: 


Elements of Success in Hospital Administration 

General Organization and Principles 

The Board of Trustees, its Function and Respansi- 
bility 

The Admission and Discharge of Patients 

The Accident Ward and the Ambulance Service 

The Medical Staff, Its Organization and Func- 
tioning 

The Drug Store 

The Dietary Department 

Hospital Economics 

The Dispensary, Its Organization and Methods 

The School for Nurses 


The Business Department, Hospital Receipts and 
Expenditures 
The Purchase, Storage and Issuance of Supplies 
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Essential Medical and Surgical Equipment of the 
Hospital 


Scientific Yardsticks, Autopsies 

The Laundry, The Conservation of Hospital Linens 
The Maintenance of Hospital Property 

Hospital Housekeeping 

The Maternity Department 

The Surgical Department and Operating Rooms 
The Anesthesia Department 

Hospital Ethics 

Staff Conference 


The Hospital Administration Course will be 
given in the two weeks beginning July 14. Reg- 
istration will be Monday morning, July 14, and 
classes will start Monday afternoon. There will be 
a final examination for those who wish the certifi- 
cate Saturday morning, July 26. Classes will be 
held each day from nine until twelve and from 
one-thirty to three. They will consists of lectures 
and conferences. Each student prepares a thesis 
on an assigned topic. Personal conferences on in- 
dividual problems concerned with the student’s 
present work or future plans may be arranged 
with Doctors Doane and Smelzer. 


Excellent facilities for tennis, golf, swimming, 
and other summer recreational activities will be 
available. Students who are able to spend more 
than two weeks at Ithaca can include in their pro- 
grams supplementary one-week courses in Per- 
sonnel Administration, Institution Textiles, and 
Housekeeping. 


Tuition for the two-week course will be $24. 
Board and room should not cost more than $12 or 
$15 a week. 
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The Problem of Financing Hospital Care 
for the Indigent 


ARNOLD F. EMCH, A.M., Ph.D. 


of hospital care for the medically and eco- 

nomically indigent, despite a variety of excel- 
lent efforts in many communities, is still one of 
the most urgent problems confronting the hos- 
pital field today. This urgency is due, on the one 
hand, to the fact that there is today a consider- 
able number of people who are simply unable to 
pay the costs of the care they need and, on the 
other hand, to the fact that hospitals are, for the 
most part, finding it increasingly difficult to secure 
sufficient funds to cover the costs of this “free” 
hospital service. 

Since the cost of modern hospital care, with all 
that it provides in the way of facilities and serv- 
ices, cannot be appreciably decreased—efficiency 
and economy notwithstanding—without at the 
same time lowering the prevailing standards of 
care, which no one will seriously recommend, it is 
obvious that an adequate, long-range solution 
must therefore effect either an improvement in 
the economic status of the indigent class or an 
increase in income for hospitals sufficient to cover 
the costs of their charitable services. 


To problem of adequately meeting the cost 


The present study is intended to indicate some 
of the difficulties that arise in the consideration 
of the various methods that have been suggested 
as possible solutions, and to indicate a possible 
course of action designed to meet the needs of 
both the people and the hospitals. The study in- 
cludes a brief analysis of the proposed solutions 
under the following captions: (1) Meeting the 
Costs by Major Socio-Economic Adjustments, (2) 
Meeting the Costs by Voluntary or Private Sup- 
port, (3) Meeting the Costs by Increasing the 
Rates Charged Pay Patients, (4) Meeting the 
Costs by Use of Tax Funds, and (5) Meeting the 
Costs by Insurance or Pre-Payment Service Plans. 


Meeting the Costs by Major Socio-Economic 
Adjustments 


It has been argued by some economists and 
political scientists that probably the most sound, 
even though at present the least feasible, method 
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of meeting the problem would be modification or 
adjustment of the socio-economic order such that 
medical and economic indigency would and could 
not arise. Several approaches to this problem have 
been suggested. 


On the one hand, there are those who would ad- 
vocate a return to the old idea, originally laid 
down by Adam Smith in his famous book, “The 
Wealth of Nations,” that if business and industry 
were just left alone to work out their problems 
without constant governmental interference and 
control, confidence would be restored, production 
would increase, and everything would somehow 
work out in the end to the greatest possible benefit 
to the community as a whole. If, with unrestricted 
opportunity, every one had a job, and every job 
brought in sufficient income to take care of the 
essentials of living, including medical and hospital 
care, then, it is argued, there would be no economic 
or medical indigency—and our problem would 
automatically disappear. That in effect is the doc- 
trine of laissez-faire in business—meaning “let us 
alone” or “‘hands off”—espoused by not a few of 
our industrial and political leaders in the last dec- 
ade. The trouble with this all too simple formula 
is that it has everywhere and always been dis- 
astrous, first, to the physique, the morale, and the 
general welfare of the working class—you know 
the speed-up, the stretch-out, the long-hour, the 
mass lay-off, the child labor, the men-over-40-not- 
wanted, policies of industry, second, to small busi- 
ness and middle-class professions, (the chain- 
store, big business, trust and monopoly problems), 
and finally, to big business itself, as exemplified 
in such catastrophies as the last major depression. 
This is the story of unbridled, rugged individual- 
ism, of laissez-faire in business. It always begins 
with the idea of unrestricted freedom and equal 
opportunity for every man, but invariably ends 
up with inequality under a sort of economic or 
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industrial feudalism. No, this is hardly the way 
to approach our problem. 


On the other hand, there are those, completely 
disillusioned by the order and practice of capital- 
ism, who would advocate the other extreme, 
namely, the adoption of a government that would 
take over all industry, finance, transportation, 
communications, distribution, social welfare, edu- 
cation, culture, fuel and power, agriculture, hos- 
pital and medical facilities, etc., in other words, 
those who would abandon our traditional form of 
government for a state of socialism. Such a so- 
lution, it is argued, would in one fell swoop, put 
an end to the problem of medical indigency be- 
cause the government would then operate a sys- 
tem of socialized medicine which would make med- 
ical and hospital care available to all alike without 
regard to financial ability to pay. However at- 
tractive such a system may at first seem, it should 
be borne in mind that its adoption would involve 
staggering complications with regard to existing 
facilities and services. In the hospital and med- 
ical field alone such a system would present seri- 
ous problems. What would happen to the 4486 
registered nongovernmental hospitals that are 
now in operation in this country and that in many 
cases have been built through charity by Cath- 
olics, Jews, Methodists, Presbyterians, and other 
religious or socially-minded groups over a period 
of many years? What would happen to all those 
sickness plans of the various fraternal organiza- 
tions, such as the Moose, the Eagles, the Masons, 
the Odd Fellows and the Elks? What would hap- 
pen to the 66 approved nonprofit hospital service 
plans with their enrollment as of January 1 this 
year of 6,250,000 persons? These are only a few 
of the questions that would arise in the event of 
socialized medicine and government ownership of 
hospital facilities. Obviously this is no immediate 
panacea for us to depend on and we must there- 
fore again look elsewhere for our solution. 


There is still another group who advocate a sort 
of combination of the two aforementioned plans, 
namely, a system of free enterprise within a con- 
trolled economy with adequate legislation to take 
care of the needy. Such a system would require 
a comprehensive attack on the more fundamental 
problems of economics, unemployment, and sub- 
standard wages of the working class. It would 
also require universal application of the unemploy- 
ment insurance principle and minimum wage laws, 
as well as old age assistance. Doubtless the efforts 
of the present administration in this direction will 
have their palliative effects, but there are still 
major groups of employees, as well as the unem- 
ployed and the unemployables, who do not come 
under the provisions of these laws, and even if 
they did, would probably still come under the class- 
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ification of the medically indigent. This is at- 
tested by the fact that there are today still some 
50,000,000 Americans in families with less thay 
$1000 annual income; that about 20,000,000 of 
these are definitely dependent on tax funds for 
their food, clothing, and shelter; and that another 
20,000,000 are medically indigent, that is, unable 
to pay for the essentials of good hospital or med- 
ical care. A solution in this direction would there- 
fore require much more sweeping legislation than 
is contained in the already extensive Fair Labor 
Standards (Wages and Hours) Act, the Social Se- 
curity Act, the National Labor Relations (Wag- 
ner) Act, and other Federal and state measures 
of a progressive nature. 


In any case, therefore, a permanent and en- 
tirely adequate solution of the problem in this 
direction would require a comprehensive modifica- 
tion or adjustment of our economics, possibly even 
of our traditional way of life. But such a radical 
or comprehensive change in our system of eco- 
nomics, even if it were feasible or desirable, is 
nothing to be achieved over night or through 
miraculous abracadabras. It takes time to effect 
fundamental changes in a democratic economy, 
unless we wish to forfeit a mode of life that the 
majority of Americans still hold dear. The prob- 
lem of meeting the cost of hospital care for the 
indigent cannot, however, wait for its solution 
on the distant possibility of applying present neb- 
ulous and conflicting theories in economics and 
political science. A solution must therefore be 
found within the confines of our present socio- 
economic structure. 


Meeting the Costs by Voluntary or Private 
Support 


Just as it is inadvisable to peer into the distant 
future for a possible solution by means of major 
economic and social adjustments, so it is likewise 
inadvisable to look back into the past for a solu- 
tion which may have been effective once, but 
which can no longer be applied in our contem- 
porary world. 


The traditional and historic method of meeting 
the costs of hospital care for the indigent has 
been through voluntary or private support. This 
has been effected through individual contributions 
by friends of the hospitals, through the under- 
writing of deficits, by the members of the hospital 
boards and women’s auxiliaries, and through the 
payments by community funds, community chests, 
and voluntary welfare boards. The effects of this 
great philanthropic contribution in the past, and 
even in the present, cannot and should not of 
course be ignored or minimized, but there are defi- 
nite signs. today to indicate that this traditional 
source of income can no longer be relied upon 
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as either a permanent, stable, or adequate means 
to meet the problem in the present or in the future. 


It is now recognized by many realistic observers 
that large-scale philanthropic support of eleemos- 
ynary institutions such as universities and hos- 
pitals has been continually diminishing in the last 
decade, and that a return to the heyday of phil- 
anthropic support is highly improbable. Accord- 
ing to the Business Census of Hospitals conducted 
by the Federal Government in 1935, only 6.3 per 
cent of the total annual income of the nonprofit 
general and special hospitals in this country comes 
from earnings from invested gift funds or endow- 
ments, and only 12.5 per cent of the total income 
represented all donations from individuals, com- 
munity chests or similar organizations or sources. 


Commenting on this tendency, William H. 
Spencer, Dean of the School of Business at the 
University of Chicago, remarks that 


“IT am willing to hazard a guess that all pri- 
vately supported institutions, colleges, and 
universities as well as hospitals, are going to 
encounter more difficulty in the future in their 
effort to secure large funds than they have 
encountered in the past. In brief, it is my 
deliberate judgment that we are not likely in 
this country ever to reach another stage in 
business in which large private fortunes can 
and will be develeped.”” He concludes: 


“the outlook is not promising for large en- 
dowment gifts to privately supported institu- 
tions. If I am correct in this diagnosis, the 
hospital in modern society, particularly the 
privately supported hospital—just as other 
privately supported institutions—must seri- 
ously consider its future. It must, in brief, 
consider alternative forms of support.” 


This general observation and prediction does not, 
of course, mean that gifts and bequests will not 
be forthcoming to some extent or in some degree, 
but it does mean that the hospital cannot well 
afford in the long run to depend on this tradi- 
tional source of income to meet the costs of hos- 
pital care for the indigent or to offset its annual 
deficit in consequence of “free” hospital service. 


The following figures further attest to the fact 
that if there is a decrease in the number of the 
large fortunes as well as in the number and size of 
large gifts and bequests, a serious blow is struck 
at philanthropic giving generally. Take away the 
largest 122 of the 49,759 gifts reported in a large 
financial campaign and the total secured is re- 
duced from $7,500,000 to $2,500,000. Take away 
the largest 85 gifts received in another large finan- 
cial campaign and the total drops from $3,600,000 
to $700,000. Take away the 106 largest gifts of 
the 1475 secured in still another campaign and the 
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total drops from $4,000,000 to $154,000. In other 
words, less than one per cent of the gifts of the 
first indicated campaign produced 78 per cent of 
the total received; six per cent of the gifts of the 
second indicated campaign produced 91 per cent 
of the money received; and seven per cent of the 
gifts of the third indicated campaign produced 96 
per cent of the total. These and many other avail- 
able figures in relation to financial campaigns in- 
dicate that it is the small percentage of the large 
gifts which invariably are effective in meeting the 
total amount sought, and that the large percent- 
age of the smaller gifts produce only a small frac- 
tion of the total sought. The point here is simply 
that without large fortunes and without large 
gifts and bequests, chances for success in raising 
sizable funds for any voluntary undertaking are 
materially reduced. 


There is a further element to consider in rela- 
tion to the method of meeting the costs of hospi- 
tal care for the indigent by voluntary or private 
support. It is becoming increasingly obvious that 
short of major socio-economic adjustments in our 
government and society, the problem of medical 
and economic indigency appears to be a perma- 
nent, and not merely a temporary, consideration. 
Now, obviously, if this problem is to be with us 
always, and is not just a temporary social mal- 
adjustment, it should be approached in a manner 
which is more predictable than philanthropic giv- 
ing is likely to be. Responsibility for meeting 
the costs of hospital care for the indigent must 
be definitely fixed, and should not be relegated 
to any party or group which will not or cannot 
assume such a definite responsibility. 


Meeting the Costs by Increasing the Rates 
Charged Pay Patients 


Many hospitals, already confronted with the 
problem of decreased income from gifts and be- 
quests, but which are nevertheless determined to 
care for their share of the indigent sick, have been 
trying desperately to cover the costs of this “free” 
service through general income received from the 
pay patients. The example of this practice is of 
course set by the medical profession which has for 
years endeavored to fit the bill to the purse—to 
determine its charges in accordance with a pa- 
tient’s ability to pay. This is frequently referred 
to as the “sliding scale” of medical charges. The 
theory behind this is that those who can shall, 
in proportion to their financial ability, pay the cost 
of medical care for those who are not in a position 
to pay for the care they need. Hospitals, like the 
medical profession, likewise employ a sliding scale 
of rates and are apt to adjust their charges to pa- 
tients in proportion to their ability to pay. A room 
may thus be priced at from $15 a day or more 
down to $6 a day, or $3 a day or $2 a day, or noth- 
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ing a day in a ward. If the average cost per day in 
such a hospital is, say, $5, then obviously any 
rate or charge below such an average cost will re- 
quire that the difference between cost and charge 
be made up somewhere else. 


In 1935, 70.9 per cent of the total income of all 
registered nonprofit general and special hospitals 
was received from paying patients and only 29.1 
per cent was received from all other sources com- 
bined. This latter amount includes 10.3 per cent 
from public tax revenues, 6.3 per cent from endow- 
ments and invested gifts, and 12.5 per cent from 
community chests or similar organizations and 
sources. The total income reported for all non- 
profit general and special hospitals that year was 
$294,629,000. The total expenses of these hos- 
pitals for that year was reported as $304,994,000, 
thus indicating that over and above all financial 
aid from patients, taxes, endowments, gifts, com- 
munity chests and similar organizations, these 
hospitals sustained an operating loss for that year 
alone of $10,365,000. 


Now if a hospital receives or is to receive no 
income other than that from its paying patients, 
it must do one of two things: it must either aban- 
don all attempts to care for the economically and 
medically indigent or it must include the cost of 
the care of the needy as part of the charges for 
hospitalization of the pay patients. No progres- 
sive hospital administrator, worthy of the name, 
will today seriously consider the former alterna- 
tive, put, by the same token, he will regard with 
increasing concern the prospect of continually 
adding charges, concealed or otherwise, to pa- 
tient’s bills for services not actually rendered to 
these paying patients. 


This concern will be due primarily to the fact 
that the cost of modern hospital care, with all 
that it implies in the way of facilities and services, 
is already regarded by the general public as rather 
high. Probably one of the reasons for the recent 
success of the hospital service plan movement is 
precisely in the fact that the people are demand- 
ing a plan whereby they will be able to pay the 
costs of hospitalization which they are finding in- 
creasingly difficult to meet. Furthermore, the 
more progressive hospital administrator will con- 
sider the propriety of relying entirely on pay pa- 
tients for possible income to cover the costs of 
hospital care of the needy when, as a matter of 
fact, such a responsibility appears to rest with 
equal emphasis on the more fortunate members 
of society who do not happen to be hospitalized. 
What reasonable argument could be advanced to 
justify the policy of taxing only hospitalized mem- 
bers of society and no others to secure funds to 
cover the costs of hospital care of the indigent? 
The answer seems obvious: The responsibility is 
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that of the entire community and not just the hos- 
pitalized members of a community. 

It is therefore inadvisable and unfair to rely 
on the method of -assessing pay patients for the 
additional costs entailed in caring for the indi- 
gent as a complete or permanent answer to the 
problem. Such a method should be looked upon 
as a last resort, rather than an ideal or permanent 
device for meeting the hospital costs of the needy. 


Meeting the Costs by Use of Tax Funds 


If the responsibility for hospitalizing the indi- 
gent sick belongs to the community, then it fol- 
lows that such a community should provide ade- 
quate medical and hospital facilities and services 
to care for the needy, or if this is not feasible or 
advisable, supply sufficient tax funds to the vol- 
untary hospitals to cover at least part, if not all, 
of the cost of such care. 

If adequate facilities are available in a city or 
county hospital, public funds for the hospital care 
of the indigent sick in that community should be 
used primarily in such a public agency. It is 
usually taken for granted that this is a sound 
public policy. The fact is, however, that only a 
relatively few cities and counties operate their 
own hospitals for acute medical and surgical con- 
ditions, and even when local governments do pro- 
vide their own hospital facilities, they are usually 
insufficient to meet the needs for free or low-pay 
hospital care in the community. The result has 
been that these municipalities have, for the most 
part, relied heavily on the voluntary hospitals to 
meet these needs. 

It is no exaggeration to say that city and county 
general hospitals are the exception rather than 
the rule, as indicated by the fact that there are 
only 483 registered general hospitals operated by 
city or county governments as against a total of 
4356 registered general hospitals, and that these 
483 are located in only about 400 of the 3078 
counties in the United States. Furthermore, it 
has been observed that a substantial proportion 
of these city and county hospitals are in the larger 
communities of 100,000 or more population, which 
means that, outside of the larger centers, volun- 
tary hospitals have been and are responsible for 
the greater part of the hospital care for the med- 
ically needy. It seems proper, therefore, for public 
authorities in communities where there are no 
city or county hospitals or where these hospitals 
do not provide sufficient facilities to care for the 
medically needy, to use tax funds to pay voluntary 
hospitals for the care of the needy. 

Certainly the alternative of constructing an ex- 
tensive system of new city and county hospitals 
or substantially enlarging old ones to meet the 
needs in all these communities, is open to serious 
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question in the light of the fact that such a pro- 
gram would not only require a tremendous capital 
outlay but would in many instances duplicate al- 
ready existing and satisfactory. voluntary hospital 
facilities, and last but not least, would tend to 
discourage voluntary effort, contributions, stand- 
ards and services. It should not be forgotten that 
the capital investment in all general hospitals 
(with a total of about 450,000 beds) is about 
$2,000,000,000, or an average of between $4000 
and $5000, per bed, and that the larger part of 
this costly investment is in the voluntary hospi- 
tals. Dr. S. S. Goldwater, former commissioner 
of Hospitals of New York, once remarked that 

“it would be folly for each municipality to 

create a hospital of its own, and it is decidedly 

in the interest of those municipalities to util- 

ize the hospital facilities which are available 

for their poor in existing voluntary hospi- 
tals.” 

Now if it is sound public policy for municipal- 
ities to utilize the facilities available in existing 
voluntary hospitals and to pay such hospitals a 
reasonable per diem rate for services rendered, 
then why should there be in certain public officials 
a resistance to the idea of paying these hospitals 
for the cost of such care? Doubtless one of the 
reasons underlying this attitude is the belief that 
voluntary hospitals should make this service avail- 
able without further compensation, or for less- 
than-cost rates, in consideration of the benefits 
already received through exemption from tax- 
ation. 


Now “exemption from taxation” sounds like a 
major consideration—enough so that you might 
readily agree that hospitals “owe something” to 
the community in return for this consideration. 


Surely they “owe something”; but at this point 
it becomes pertinent to consider what they are 
already paying for the benefits of tax exemption— 
what, in other words, hospitals are already con- 
tributing to the community.* 


It will be seen that tax-exemption alone does 
not in any sense constitute a sufficient substitute 
for aid from tax funds where services to the in- 
digent of the community are expected. To put it 
still more specifically, tax exemption for hospitals 
does not absolve the community of its responsi- 
bility to the hospital, nor does it give the com- 
munity the right to expect of the hospital, ex- 
penditure in services and materials which are far 
beyond its resources. 


Meeting the Costs by Insurance of Pre-Payment 
Service Plans 
The problem of financing the costs of hospital 
and medical care for the indigent sick is, how- 
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*See Emch, “Tax Exemption for Voluntary a 
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ever, by no means solved when we have laid the 
responsibility on the door-step of the community. 
Even though a community may be considered 
morally obligated to supply the necessary funds 
to provide health service to the indigent sick, such 
a community, like a hospital, should not be ex- 
pected to finance services far beyond its resources. 
This is especially true in relation to the question 
of medical indigency. 


Over and above that class of persons who must 
rely on government aid not only for health service 
but for food, clothing, and shelter, there are a very 
great number of persons who have sufficient in- 
come to pay for the essentials of life but who from 
time to time find themselves unable to pay the 
costs of medical and hospital care. No one can 
predict in advance when he will be sick, what his 
sickness will be, or what his sickness will cost 
him. The result is that many persons find them- 
selves, frequently to their surprise, annoyance, 
and despair, in the position of a medical indigent— 
unable to pay for the essentials of good medical 
and hospital care. 


Now “medical indigency” is a weaselly phrase. 
A person may be a medical indigent with regard 
to one disease or operation and not another. It 
is determined by a combination of factors, such as 
financial resources, number of dependents, and 
type and extent of medical and hospital service 
required. 


The community cannot be held responsible for 
this large group—unless we conceive of govern- 
ment functions as being even more extensive in 
scope than is now the case. The practice in most 
communities today is to provide medical and hos- 
pital care only for that segment of the group 
whose maintenance standards are already so close 
to the border-line as to be—for all practical pur- 
poses—synonymous with economic dependence or 
indigency. 


But, if the community is not to be held responsi- 
ble for the medical and hospital care of this large 
group, then how is the problem to be solved? Al- 
though I have no wish to suggest that a panacea 
has been found, experience with the application 
of the insurance principle to the problem of meet- 
ing the costs of hospital and medical care seems 
to indicate the path of progress toward a solution. 
Let us consider briefly (1) what is involved in this 
principle, what are the plans and how do they 
work, (2) what is their present status, that is, 
how extensive are they and what is their effec- 
tiveness in the areas they serve, and (3) what are 
the practical possibilities to be envisioned in the 
extension of these plans and their services? 


There are basically two types of plans: one pro- 
vides for cash payments to policy holders in case 
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of illness; the other provides for a guaranteed 
hospital or medical service to the subscriber. The 
former are for the most part offered by private 
insurance companies, providing a_ stipulated 
amount of cash for payment of hospital or med- 
ical services; the latter are offered by nonprofit 
hospital or medical service corporations, provid- 
ing hospital or medical services to subscribers. 


The development of a typical nonprofit hospital 
service corporation may be described as follows: 


“A nonprofit corporation is established, the 
trustees serving without pay, just as the 
trustees of a hospital, university, or social 
agency serve without pay. This corporation © 
enters into contracts with employed persons, 
who make regular subscriptions of from fifty 
to eighty-five cents per month per individual, 
or from $1.00 to $2.00 per month per family. 


“The hospital service plan also establishes 
contracts with a group of member hospitals 
which guarantee to render the necessary hos- 
pital services' to subscribers requiring care. 
The hospitals that participate in such plans 
receive fixed amounts per day for services 
rendered to subscribers to the plan—these 
services having been determined by the board 
of directors of the plan, subject to the ap- 
proval of state regulatory bodies. 


“Subscribers are enrolled in groups through 
their places of employment, employers coop- 
erating in the collection of monthly dues. 
Field representatives and other employees of 
the plans are paid on a salary basis, rather 
than on a commission basis as in insurance 
companies. 


“At the time of sickness, a subscriber has 
free choice of any member hospital in which 
his attending physician enjoys staff privi- 
leges. There is no interference with the rela- 
tionship among hospitals, patients, and staffs, 
and each community plan attempts to enlist 
every hospital of standing as a member insti- 
tution. The subscribers and their families 
are entitled, if necessary, to three or four 
weeks of hospitalization each year, usually in 
semi-private rooms, including meals, general 
nursing service, operating room, laboratory 
and other special services.” 


As of January 1, 1941, there were 66 nonprofit 
hospital service plans approved by the American 
Hospital Association, with 6,250,000 persons 
enrolled—enrollments having increased by a 
1,000,000 during the past six months. 


Successful as are these plans, there still re- 
mains much to be done to establish a complete and 
satisfactory hospital and medical service within 
reach of the middle-class, the poor and the medi- 
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cally indigent. Plans should be extended to cover 
all areas; the policies, premiums, and services of 
these various plans should be coordinated so that 
there may be a satisfactory nation-wide coverage; 
medical and surgical benefits should be made avail- 
able in all communities and coordinated with ap- 
proved hospital service plans; the plans should 
develop methods of enrolling subscribers on an 
individual as well as on an employed group basis; 
and finally, the plans should establish or develop 
low-cost or ward plans for those who cannot afford 
even the low rate of the regular hospital, medical, 
and surgical service plans now in existence. 


Conclusion 


Now we all know that the development and ex- 
tension of such provisions for medical and hos- 
pital services are “musts” in our national scene; 
and we all know that—as with other aspects of 
social planning—either there must be a vigorous 
and adequate movement on a voluntary, commu- 
nity basis, or the government steps in to do the 
job. Without entering into the complicated ques- 
tion of “government versus voluntary effort,” I 
wish simply to point out certain facts that are 
pertinent in this connection: 


First, at the time when a type of “health in- 
surance” was advocated as a compulsory measure 
in the original, proposed social security and health 
measures, there was tremendous opposition to this 
feature of the proposed legislation, not only on 
the part of professional and technical organiza- 
tions, but on the part of lay groups as well—so 
that we have a known opposition of no mean pro- 
portions to such compulsory measures, whatever 
their merits might be. 


Second, you have all seen within the last decade 
in Europe the rise of totalitarian regimes, which, 
whatever their social motives, have of necessity 
involved the making of massive bureaucratic gov- 
ernmental machines. It is this which has un- 
doubtedly made us so sensitive to the possible im- 
plications of even those aspects of bureaucracy 
that are necessary to the operation of a Federal 
Government with its many, many tasks—under- 
taken with a thoroughly democratic point of view 
—the “greatest good for the greatest number.” 
But it is this very sensitiveness to the growth of 
necessary governmental functions that makes us 
so eager to preserve for that oldest of democratic 
bulwarks—voluntary community effort and plan- 
ning—every one of the social services that yet re- 
main. So, it is my present thesis and plea that 
in the provision of necessary medical and hospital 
services for the medically indigent in our com- 
munities, we still have left to us a field in which 
we can demonstrate that by voluntary effort and 
private initiative it is possible to achieve a major 
social goal. 
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Social Elements in Medical Follow-up 


FRANCES M. MONEY 


cial elements which contribute to its effec- 

tiveness. These social components may 
be injected by the medical social worker who is 
responsible for the social care of the patient, and 
they may be contributed by other members of the 
clinic and hospital staff. The patient’s wish to 
return will be affected by everyone he comes in 
contact with in the hospital, while his ability to 
do so will be influenced by this and by factors in 
his own social setting. 


A GOOD medical follow-up program has so- 


Before discussing the problems of follow-up it 
is necessary to examine the meaning of the term 
“follow-up,” as used by different health agencies. 


Failure to find, in recent publications, definitions 
in use by several organizations engaged in health 
programs en a county wide scale, the writer has 
recently corresponded with the National Tuber- 
culosis Association, The American Society for the 
Control of Cancer, and the United States Public 
Health Service for their interpretations as applied 
to their own programs; and has been favored with 
the following information. 


Definitions 


The rehabilitation service of the National Tu- 
berculosis Association says: 


“From the point of view of this depart- 
ment, follow-up should include medical check 
up to insure the continued stability of the 
condition of recovered patients, and social 
service which insures complete and satisfac- 
tory readjustment to life outside the hos- 
pital.” 


It will be noted that the last half of this defi- 
nition embraces a program for social case work 
Service, which may be extended over a long span 
of time, and a wide range of changing circum- 
stances for the patient and his family. 


Klaborating on the definition, the Tuberculosis 
Association explains that follow-up 


“Should mean regular medical check, to 
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make sure that the improvement in the pa- 
tient’s health continues; and continuing study 
of the patient’s home situation to make sure 
that social and economic factors do not inter- 
fere with continuing recovery. This study of 
the social and economic factors embraces a 
careful diagnosis and adjustment of previous 
and future employment, whether in industry 
or home making, and similar adjustments of 
recreational habits within the limitations of 
the individual patient.” 


It is interesting to compare this clear and in- 
clusive definition with that of the American So- 
ciety for the Control of Cancer, who says: 


“We use the term ‘follow-up’ very loosely 
because the procedure is so different in the 
various hospitals of the states. In general we 
take it to mean the maintenance of sufficient 
contacts with the patients to provide the hos- 
pital or other institution with necessary in- 
formation as to the state of the patient’s 
health at various intervals for either a fixed 
period until a five year clinic cure has been 
established, or throughout the whole dura- 
tion of life.” 


The emphasis here seems to be upon learning 
the end results of treatment for research pur- 
poses. The American Society for the Control of 
Cancer discusses this subject further in an article 
by Doctor Little,t its managing director, who 
says: 


“__There is another all-important place of 
cancer control concerning the need of which 
many hospitals are still in ignorance. This 
is the whole problem of follow-up. In no 
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other disease is it so necessary to obtain and 
record the life history of those who have been 
subjected to different types of treatment; no- 
where in the work today, is there an adequate 
body of data on which accurate conclusions 
concerning the value of detailed types of 
treatments can be based.” 


Obviously the focus of interest here is upon 
medical research, with rather less emphasis upon 
keeping the patient under treatment for the best 
interest of the patient himself by removing phys- 
ical and psychological obstacles to treatment, 
which may be found in his environment. For the 
sake of clearness, let it be understood that the 
recognition and treatment of these environmental 
factors affecting illness is medical social case work 
intended to enable a health program for the in- 
dividual patient.” 


The United States Public Health Service says: 


“Briefly stated, the fundamental objective 
of control programs for tuberculosis, cancer, 
the venereal diseases, etcetera, are, early di- 
agnosis and immediate, continued and com- 
plete treatment for every patient. For tu- 
berculosis and the venereal diseases we add 
a third objective—the prevention of the 
spread of the disease from infected persons.” 


The term “follow-up” had been used rather 
loosely to describe the activities of public health 
nurses or medical social workers in connection 
with these diseases, and yet follow-up is but one 
phase of the program. 


“Inasmuch as the control of these diseases 
involves many family health and social prob- 
lems, and presupposes continued health su- 
pervision over a period of time, we believe 
that the ‘follow-up’ should be a part of the 
activities of the health worker who is render- 
ing a generalized health service to the 
family.” 


Medical social workers in hospitals and clinics 
have been concerned with follow-up programs for 
a considerable period of time, it having been 
agreed by both the American Association of Med- 
ical Social Workers’ and the American College of 
Surgeons‘ that in certain types of follow-up— 
namely, where there is a high social component 
in the illness of the patient—follow-up work is an 
appropriate function of the hospital social service 
department. 


The American Association of Medical Social 
Workers has a definition which appears in “Some 
Aspects of Social Case Work in a Medical Set- 


86 








ting,” published in the autumn of 1940.’ This 
report says: 


“By this (follow-up) we mean some sys- 
tematic method of indexing and following 
whole groups of patients” . . . “Some of the 
common purposes of follow-up are: to im- 
prove the efficiency of patient management 
from the point of view of clinic administra- 
tion; to keep the patient with communicable 
disease under treatment as a part of public 
health policies; and to learn the end result 
of medical treatment for research. Some of 
these purposes allow more room for the case 
work approach than others, either in general 
or as developed in particular institutions. 
Experience raises serious questions as to 
whether follow-up for studying results of 
medical treatment is ever sufficiently closely 
related to the immediate care of the patient 
to be appropriately considered a social work 
function.” 


Let us consider what it means to a patient to 
accept such a diagnosis as cancer or tuberculosis 
and the difficulties he may encounter in remain- 
ing under treatment and observation as long as 
necessary, because these things will affect his 
ability to participate in treatment. 


Social Factors Affecting Clinic Attendance 


The first step toward regular clinical attend- 
ance is understanding the patient as a person. 
The second is to discover through this study of 
the patient the obstacles to his regular clinic at- 
tendance, and the third is to enable him to re- 
sume treatment which may involve the changing 
of attitudes, adjustment of living conditions, 
financial assistance or some other type of social 
treatment. 


Eleanor Cockerill said in 1932, in discussing 
“The Role of the Social Worker in the Diagnosis 
and Treatment of Cancer’’ :* 


“The foundation laid by the social worker 
during the initial interview and subsequent 
social treatment should be effective and per- 
manent. A successful initial contact with the 
patient is more productive of satisfactory co- 
operation and response than any scheme of 
follow up which may be devised. In fact, 
there is no need for follow-up of delinquent 
patients when adequate interpretation and 
guidance is given in the beginning, because 
there should be no delinquent patients. There 
is need for further contact, it is true, but this 
is part of a definite program based upon an 
appreciation of the problem of each patient. 
Many programs of follow-up do not function 
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until the patient fails to return to clinic, after 
time has been lost and the strategic moment 
has passed.” 


Miss Cockerill said in 1936, in a report of The 
Barnard Free Skin and Cancer Clinic:’ 


“In this hospital, the social worker inter- 
views each cancer patient for whom some 
major type of treatment has been advised. 
In this interview she gives the patient an op- 
portunity to talk over this problem with her. 
She also seeks to discover any environmental 
or emotional factors which may influence his 
treatment and to help the patient understand 
the doctor’s plan for him. This individualiza- 
tion of the patient leads to greater under- 
standing of him and to fuller and more effec- 
tive participation by him in the doctor’s pro- 
gram of treatment.” 


With this type of social care for all patients in 
this cancer clinic, it seems probable, as the social 
worker there relates, that the problem of follow- 
up searcely exists at all, because from the time the 
case is diagnosed, the patient is followed as a 
person, with full appreciation of what the illness 
means for him. 


Without the social care of the patient and with 
only “some systematic method of indexing and 
following the whole group of patients,” it is con- 
ceivable that the results will be as deplorable as 
those pointed out by Doctor Little. 


Experience in enabling patients to continue 
under observation and treatment has shown that, 
in general, the obstacles to such medical care gen- 
erally fall into two big groups. 


The first is associated with the patient’s rela- 
tionship to the illness itself. Some patients do 
not understand the importance of treatment when 
they begin to feel better; or they do not want to 
spend the money and make the effort to visit the 
clinic if they think they are not improving. Others 
think the hospital is not interested in them, still 
others believe that they are being experimented 
upon, while others are able psychologically to ac- 
cept treatment only by slow stages and with con- 
siderable supportive help. They want treatment, 
and at the same time they do not want it, because 
the situation holds too much discomfort for them. 


Another group of problems is less closely asso- 
ciated with the personality of the patient, al- 
though the way the patient reacts to them will be 
unique, according to his individual make up, which 
will tend to make the situation more or less toler- 
able for him. For example, the patient cannot 
afford to pay for treatment; he is without means 
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of transportation to take him to the hospital; he 
cannot leave his work at the time the clinic is in 
session ; or there is no one to assume responsibility 
for the children and home management during 
clinic visits and probable hospitalization. 


Sharing Responsibility for Follow-up 


Those difficulties which confront the patient be- 
cause of his own relationship to the illness and to 
the hospital may be met in part by other members 
of the treatment team than by social workers. 
Indeed, many physicians handle this range of 
problems with such insight and infinite patience 
that lapses in clinic or hospital visits do not occur 
as a result of patients failing to understand 
enough about their illnesses to participate intel- 
ligently, or their feeling that the hospital is in- 
different or experimenting on them. Doctors 
Cowper and Clarke relate the value of this type of 
interpretation in a recent study in the epidemiol- 
ogy of syphilis, in which they compare clinic at- 
tendance of two groups of patients, one of which 
was “carefully instructed” by the physician and 
one “casually instructed.” The system of social 
service follow-up of delinquency was essentially 
the same for both groups. Clinic attendance is 
strikingly higher in the “carefully instructed” 
group.® 


Doctor Nelson stresses the value of medical in- 
terpretation and sums up the matter, saying: 


“Unless the patient has been given all of 
these facts about syphilis, it can hardly be 
said that he is negligent in self and so- 
ciety in missing treatment. It is more likely 
a sign of negligence in the physician when a 
patient who has not had syphilis explained to 
him fails to return for his injections.””® 


This principle which applies to the patient with 
syphilis applies to any other, for everyone who 
is ill requires some insight into his medical con- 
dition, and some reassurance concerning it, if he 
is to participate in treatment. 


While physicians carry the responsibility for 
initial medical interpretation to the patient, other 
members of the staff may be required to repeat 
or amplify some aspect of his, and to explain 
some of the necessary rules and regulations of 
the hospital, and some of the uncomfortable pro- 
cedures which patients worry about. Nurses are 
constantly fostering good responses from patients 
by discharging this responsibility of interpreta- 
tion. 

X-ray and laboratory technicians likewise meet 
questions and fears regarding their awe-inspir- 
ing activities, thus enabling the patient to accept 
them as comfortably as possible. 
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When everyone sharing in the care of the pa- 


tient assumes responsibility for making his part: 


of the program understood and accepted by the 
sick person, there will remain only those obstacles 
to treatment which are due to personality diffi- 
culties of the patient or to environmental prob- 
lems which will require treatment by the social 
worker. This, as we have said, is medical social 
case work. 


When, in the nature of the illness, the majority 
of patients in a diagnostic group are found to have 
attendant social problems as a cause or a result of 
the illness, it seems reasonable that the medical 
social worker charged with responsibilities for 
the social care of these patients should inciden- 
tally assume responsibility for their medical fol- 
low-up. Although this is reasonable, it will not 
be possible, unless the administration provides 
enough social workers and clerical assistants 
under social service supervision to do both pieces 
of work. With such administrative provisions the 
medical social worker can install a clinical file the 
mechanics of which may be entrusted to a clin- 
ical secretary. The social worker can interview 
each patient after the doctor has made a diagnosis 


and rendered his share of interpretation to the 
patient, she can carry plans through with the ja- 
tient enabling him to accept his treatment regime 
and participate in carrying it out, for if he needs 
social care as well as medical care, she will make 
this accessible to him. 
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New Bulletin on Workmen's Compensation Laws 


An interesting and valuable account of the gen- 
eral status of Workmen’s Compensation Laws is 
contained in the new Bulletin on this subject just 
issued by the American Hospital Association. 


From time to time over a period dating from 
the Federal Act of 1908, Workmen’s Compensa- 
tion Laws have been enacted in the various states 
of the Union and in the provinces of Canada. 
These statutes have been revised or amended 
many times. With a few notable exceptions, little 
effort has been expended by local hospital asso- 
ciations to secure legislation adequately recogniz- 
ing the needs and rights of hospitals in the 
handling of compensation cases. 


With a view to recommending changes which 
would clarify and amplify the hospitals’ needs and 
rights, and in a measure to promote uniformity, 
a special committee of the Council on Government 
Relations undertook, more than two years ago, a 
study of existing statutes. Texts of the laws and 


regulations were requested from the various local 
governments and from them the committee re- 
ceived a gratifying degree of cooperation. Material 
not available from such sources was examined 
at a law library, where amendments to date were 
also checked. 
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Study of this great mass of material convinced 
the committee that the various statutory and 
regulatory schemes differ so greatly as to pre- 
clude the drafting of standard amendments in 
statutory form. Nor could this be done realisti- 
cally without including provisions relating strictly 
to medical treatment. Therefore, it was concluded 
that it would be of greater practical value to state 
and provincial hospital associations to offer a set 
of principles for guidance in securing desired 
changes in existing laws and rules. These prin- 
ciples are now set forth in a new Bulletin No. 212, 
on Workmen’s Compensation Laws, with the rea- 
sons underlying them and concrete recommenda- 
tions for drafting provisions to carry the prin- 
ciples into effect. 


Practically every state and province has a 
compensation law and a set of regulations, the 
difference outweighing the similarities, at least 
so far as the interests of hospitals are concerned. 


A reading of the schedules in the Bulletin will 
convince hospital officials that most of the com- 
pensation laws now in force fail, in many respects 
and to a startling degree, to provide adequate 
recognition or protection of what should plainly 
be the rights of hospitals. 
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Texas Hospital Association — Presidential Address 


ARA DAVIS 


being president of the Texas Hospital Asso- 

ciation was bestowed upon me, and soon I shall 
be passing it on to some one else. It is a great 
honor, indeed, to head up such an organization as 
this. It is, of course, a great responsibility, but 
this year the responsibility has been easy to bear, 
and the labors involved have been reduced to the 
minimum, because I have enjoyed the whole- 
hearted cooperation and loyal support of an effi- 
cient and helpful group of officials, committee 
chairmen, and workers, to whom I wish to ex- 
press my deep gratitude. 


|: has been almost a year since the honor of 


This has been a most eventful year—a year 
filled with tragedy for millions of people living in 
other parts of the earth—a year marked by great 
world changes and upheavals that have left their 
impress deeply upon us, and that have materially 
affected our institutions and the basis of our peace 
and security, though we have been only indirectly 
invoWwed. Our way of life is being challenged, and 
the whole structure of our civilization is imperiled. 


Many American businesses have suffered severe 
losses and upsets because of the unstable and dis- 
turbed conditions through which we are passing, 
but fortunately for us this has not been true to 
any very large extent in the hospital field. As far 
as my information goes, our Texas hospitals have 
experienced an increased volume of business dur- 
ing the past twelve months, and have been enabled 
to be of increased service and helpfulness to a 
greater number of people. 


The fact that annually more people are taking 
advantage of hospital facilities is convincing evi- 


dence that hospitals are enjoying increased favor, - 


and are being accepted as the safest places for the 
care and treatment of the sick and afflicted. 


It should be gratifying to us to know that this 
is the case, for hospitals have not always been so 
regarded. Fifty years ago hospitals were looked 
upon as being in a disgraceful state. Many were 


wate sented at the Texas Hospital Association convention, 
alas, Texas, February, 1941. 
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dirty and ill-ventilated. They reeked with infec- 
tion, so that patients coming in with one disease 
often contracted another before leaving. The 
death rate was fearfully high, sometimes actually 
more than fifty per cent. Asepsis in surgery was 
then unknown, and old men and decrepit women 
were for the most part used as hospital attend- 
ants. 


It was conditions similar to these that Florence 
Nightingale was confronted with when she started 
her reformation in hospital management in 1854. 
But as late as 1877, a medical writer in referring 
to maternity hospitals said: “Experience has 
taught us that any kind of a home is a safer place 
for a woman to be delivered in than in a hospital.” 
That was just a little over sixty years ago. But 
the great advance in hospital safety has been 
within fewer years than that. 


Thirty-five Years of Hospital Development 


The real growth and popularization of hospitals 
may be said to have taken place within the last 
thirty-five years. Their climb to popularity and 
favor has for the most part been contemporary 
with that of the automobile, but even more phe- 
nomenal. The scientific advances in the realm of 
medicine and surgery and hospital administration 
have exceeded all others. The marked change in 
the attitude of the general public toward hospi- 
tals indicates how radical has been the change in 
hospital conditions during. this comparatively 
short period. 


Whereas sixty years ago, hospitals were said to 
be more unsafe than any home for the delivery 
of children, now they are accepted as the safest 
of all places to be born in, as attested by the fact 
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that nearly a million children are now being born 
in hospitals in this country annually, with a ma- 
terially decreased mortality rate. 


Whereas a few years ago, people preferred to 
be sick in their own homes, they now instinctively 
turn to the hospital, where they have the safest 
and most favorable surroundings during their 
course of illness. 


Whereas the mortality rate formerly ran 25 per 
cent, 40 per cent, and in some cases as high as 
50 per cent, now even in hospitals where patients 
come for the most serious major operations, the 
death rate has been reduced to approximately 2 
per cent. 


In the evolution, the hospital, like other great 
humanitarian movements, had but a crude begin- 
ning, came a tortuous way through the miasmic 
swamp of ignorance and mismanagement—some- 
times moving forward slowly—sometimes stand- 
ing still for a hundred years, but now its testing 
period has passed. It has demonstrated its right 
to survive, and with matchless progress is advanc- 
ing toward an unequaled field of opportunity and 
service. 


The hospital of today is undoubtedly one of the 
most blessed institutions ever vouchsafed to a 
suffering and needy humanity, and I wonder if 
you and I fully appreciate the wonderful privilege 
that is ours in having a part in the forward march 
of this great movement. 


Nobility of Hospital Service 


There is no nobler, finer service in which we 
might engage, and whether it is by design or ac- 
cident that we find ourselves enlisted in this splen- 
did work, we ought to feel deeply grateful to a 
kind Providence for the opportunity and privilege 
of being permitted to serve in this field. 


The hospital is our greatest agency for the 
restoration, preservation and perpetuation of 
health, and good health is the greatest asset any 
person can possess. There is no substitute for 
health. There is nothing of consequence that can 
be accomplished in this world except on the basis 
of health. It is foolish to try to substitute knowl- 
edge for health, financial gain for health, or the 
attainment of honor for health. That would be 
substituting dross for gold. 


No attainable amount of wealth, learning, or 
honor can compensate for health. The rich in- 
valid is pitiably poor, because he cannot enjoy 
his possessions. The healthy servant is richer, 
because he is able to enjoy what he has. 


Disraeli said: “Health is the foundation upon 
which rests the happiness of the people and the 
power of the state.” 
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Science and Health 


Health is synonymous with life, and the desire 
to live is humanity’s strongest impulse. To sat- 
isfy this desire, science constantly experiments, 
To prolong life, human beings travel restlessly 
from one health resort to another. The cripple 
begs his physician for just a few months more 
to live; while the victim of acute heart disease 
sits practically motionless day and night lest sud- 
den exertion snap the tender thread of existence. 


Medical science operating through the facilities 
of the hospital, and in conjunction with hospital 
administrators, has done much to promote lon- 
gevity. In less than forty years, the average length 
of life.in this country has increased 13.19 years. 


In 1901, the average length of life was 49.24 
years. By 1939, the latest year for which the 
requisite data for the computation of a life table 
are available, the figure has increased to 62.48 
years. 


Women on an average live longer than men. 
White women of the United States are now aver- 
aging 65.20 years. 


While the present status of American longevity, 
as compared with past statistics, is highly grati- 
fying, there can be no doubt that the average 
length of life for the general population today is 
still capable of substantial increases. 


However, to achieve further gain in longevity, 
it will be necessary to make available to the less 
favored groups of our population the same degree 
of medical, public health, and hospital care’ that 
is enjoyed by the better favored classes. And 
when this is done, it is authoritatively asserted 
that the expectation of the life of the people of the 
United States can within a comparatively short 
time be increased even beyond the most favorable 
group showing today to approximately the seventy 
year mark. 


If this is accomplished, it will mean seven and 
a fraction years more added to the present na- 
tional average of 62.43 years—seven years addi- 
tional life for each of our one hundred forty mil- 
lion people—nine hundred and eighty million 
years of human life and activity added, and at a 
period when life is of greatest worth. This would 
be equivalent to more than fifteen and one-half 
million human lives, and certainly the attainment 
of this end is one of the noblest undertakings ever 
conceived. And the best thing about it is that 
it is not a mere Utopian dream, but something 
that is entirely feasible, and something that can, 
with our assistance, become an accomplished fact 
within our own day and generation. 
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It is not within our province to create human 
life, but it is within our province to multiply and 
perpetuate it, and there is no more divine task 
to which we may apply ourselves than that of 
adding to the fullness of life. Those of us who 
are engaged in hospital work should be deeply 
grateful for the opportunity that is ours to have 
a part in this great accomplishment. 


And so I say again there is no nobler, finer serv- 
ice in which we may engage than that offered in 
the hospital field. While aiding in the promotion 
of health is our principal concern, it by no means 
affords us our only opportunity for worth while 
service. Every hospital administrator has the 
opportunity every day to do something unselfish 
and helpful for those with whom he deals, and 
thereby lay up for himself treasure in that realm 
where “moth and rust doth not corrupt nor thieves 
break through and steal.” 


The Hospitals’ Opportunities 


I hope we fully appreciate the opportunities that 
come to us to do unselfish things for our patrons, 
for it is a privilege that we should cherish. Many 
people in other walks of life who would like to be 
of service and helpfulness as they go along do 
not have the same opportunities presented to them 
that we do. Ours is a rich field of opportunities 
to lay up for ourselves a heavenly reward, and 
undoubtedly much will be expected of us to whom 
these opportunities are given. 


We can and must win the blessed trophies of 
life from the practice of that philosophy which 
places service above self. Is there anything in 
the world more glorious than unselfish service? 
Is there any one more exalted than he who serves? 
Is there anything more sublime than the feeling 
that comes to the one who makes himself helpful 
to others? 


These opportunities will not come to us so freely 
if we sit comfortably in our office chairs, and re- 
fuse to meet and mingle with those who come and 
go through the doors of our institution, but if we 
will make it our business to contact our patrons 
and their families, get acquainted with them, and 
gain their confidence by offering to do something 
for them, even though it is some small thing 
ordinarily omitted from hospital routine, we will 
doubtless find many opportunities opening up to 
be of much helpful and appreciated service. 


Service of the Hospital Administrator 


The hospital administrator’s service to the hu- 
manity that comes through his institutional doors 
seeking relief and help, must be all inclusive. It 
must comprehend within its beneficience the souls 
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of those who bear a weight of sorrow and discour- 
agement, and the heart that is breaking under its 
burden of sorrow. 


This service is not accompanied by public ac- 
knowledgment, nor is it witnessed by the multi- 
tude. It is usually done quietly, and even without 
the knowledge of others within the institution. It 
is entirely divorced from praise and selfish ag- 
grandizement. Its reward is a conscious knowl- 
edge within the doer’s soul, within the intimacy of 
his own mind, that he has done a worthy deed. 


Tonight I hail the performance of such unselfish 
service, and express the hope that each one of us 
may become more thoroughly imbued with the 
spirit of such service, and more earnest in our 
desire to make ourselves useful and helpful to 
others. 


The story is told of Paganini, the master vio- 
linist of his time, and perhaps the master of all 
times, that on one occasion as he stepped out upon 
the stage before a great audience to present a 
concert, and brought his bow into contact with 
the strings of his famous violin, that one string 
after another snapped until only one string re- 
mained. As his audience looked on, it became 
tense with interest and wonder as to what Paga- 
nini would do. And to the amazement of all, he 
drew his bow across the one remaining string, 
and with it produced a divine melody which trans- 
ported with rapture those who heard it, and im- 
mersed the old master in the splendor of a glorious 
achievement. 


Paganini’s violin, my friends, is likened unto 
life. When we start out, we are filled with hopes, 
ambitions, desires for reward and service. As we 
pass through maturity and on into life’s later 
phases, ene after another these hopes and ambi- 
tions snap and break away into pieces, but as long 
as there remains the one desire to be of helpful 
service, there still remains enough of life to win 
a glorious tribute and enable us to finish amid a 
blaze of inward satisfaction. 


Saturday, our convention will be over, and we 
will depart for our homes, looking forward to 
meeting together another year. But these are 
insecure and uncertain times. We cannot forsee 
what lies ahead. The war drums are throbbing 
throughout the world, and the bugle is calling 
many to heroic deeds. 


For you and for me there is no martial glamor 
to summon us to service. Our paths are the paths 
of peace; our work must be done amid the 
quietude of silent corridors, and our worth and re- 
ward will be measured by our individual capacity 
to meet the duties and responsibilities of our place 
of service with fidelity and zeal. 
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Though the world may be in upheaval, and the 
times dismally out of joint, this is our day upon 
the earth to live, and work, and serve. “We must 
be strong, for there is much to suffer; we must 
be brave, for there is much to bear; we must give, 
and forget the gift; we must look up, and smile, 
and love, and lift.” Humanity must be served; 
health must be conserved; righteousness must 
prevail, and unselfishness must not perish from 
the earth. It is our task to make this old world 





a happier, holier, and fitter place in which to live, 
and labor, and learn. 


Shall we not then pledge ourselves to meet the 
issues of our day, trying though they may be, 
with strength and courage, leaving behind at the 
close of life the memory of a pleasant smile, a 
helpful hand, of one who sought to understand, 
and who took heed of his fellow-creatures whom 
he found in need? 
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The Hospital Book Shelf 


GUIDE TO LIBRARY FACILITIES FOR NATIONAL DE- 
FENSE. Preliminary edition (mimeographed). 
Carl L. Cannon, Editor. The American Li- 
brary Association, Chicago. 1940. $1.25. 


This guide, arranged by both technical and re- 
gional classification, gives a concise description 
of the content and scope of every library having 
material on the subjects concerned in, the United 
States, irrespective of its ownership or sponsor- 
ship. 


———_—_——_ 


UROLOGICAL NURSING. David M. Davis, M.D. 
W. B. Saunders Company. Third edition, 1941. 
$2.25. 


a os 


FUNDAMENTALS OF ADMINISTRATION OF SCHOOLS 
OF NURSING. Report of Committee to Study 
Administration in Schools of Nursing. Na- 
tional League of Nursing Education, New 
York, 1940. 


This volume is the product of two years of 
study of methods in schools of nursing by a staff 
consisting of nursing educators, of specialists in 
general educational problems, and representa- 
tives of national hospital and public health or- 
ganizations. 


It covers all phases of organization and admin- 
istration, including costs, of the training school, 
and in effect crystallizes the studies of nursing 
education which the League has been carrying 
on for many years. The facts found in the ear- 
lier surveys are correlated into a definite plan 
of administration in harmony with the most mod- 
ern concepts of educational philosophy. It is 
easily the most important pronouncement since 
the Curriculum Guide, and in fact outlines the 
basic organization necessary for compliance with 
the principles of the Guide. 
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ANATOMY AND PHYSIOLOGY GUIDE. Edmond J. 
Farris. J. B. Lippincott Company. Third Edi- 
tion. 1941. $1.60. 


This revised edition preserves all the very use- 
ful characteristics of this series of laboratory and 
study guides. Limitation of the text and the re- 
quirements of actual drawing and labeling of 
detail by the student are in line with the best 
pedagogical practice, and cannot fail to give the 
student a basic understanding of the subject 
which mere class room instruction could never 
attain. 


— 


TECHNIC OF NURSING. Minnie Goodnow, R.N. 
4th Edition. W. B. Saunders Company, Phila- 
delphia. 1941. $3.00. 


This revised edition of an old and reliable text 
brings to the nurse not only the standard technics 
of her profession, but the technics involved in the 
newer therapeutic developments such as air con- 
ditioning, fever therapy, oxygen therapy, suction 
siphonage, etc. ; 


All procedures are both fully described and 
well illustrated. Each procedure is preceded by 
a check list of the set-up required, and is de- 
scribed in such detailed manner as to give a clear 
picture of each successive step involved. 


At the end of each chapter is a well-selected 
set of review questions. 


ender 


STATE BOARD QUESTIONS AND ANSWERS FOR 
NursEs. J. B. Lippincott, Philadelphia. 1941. 
$3.50. 


This is the standard review compend for nurses 
preparing for the State Board Examinations, and 
includes both the objective and the essay type of 
questions and answers. 
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Action by Nurse Employed by Hospital to Recover 
Damages for Injuries Received Through 
Administrative Negligence 


Volk v. City of New York 30 N. EF. ad 596, 284 
N. Y. 279, reversing 19 N. Y. S. 2d, 259 App. 
Div. 247 


This was an action by a nurse who had been. 
employed under a contract with a hospital oper- 
ated by the city to recover damages for injuries 
which she sustained when she was given an injec- 
tion of a decomposed solution of morphine. This 
injection was alleged to have caused the loss of 
use of one of the plaintiff’s arms. It appeared 
that the nurse had become ill after having eaten 
some food while on duty, and she entered the 
nurses infirmary to receive treatment. The 
specific injection consisted of magendie which was 
administered in order to prevent vomiting by 
the patient. 


The evidence showed that the particular solu- 
tion had been condemned by one of the hospital 
supervisors several months before the patient’s 
illness. However, the solution had been kept with 
other medical supplies in the infirmary and in- 
structions had been given that it was not to be 
used. After the injections were given it became 
necessary to perform several minor operations 
on the patient’s arm. As indicated, the treatment 
resulted in the loss of use of the whole arm. 


The defendant urged that it was not liable be- 
cause the negligence was that of a nurse and not 
that of the hospital in its administrative capacity. 
Another point urged was that the hospital was 
protected by reason of being engaged in a gov- 
ernmental function. 


As to the first ground, it was said by the court: 


“It is not plaintiff’s contention that the 
hospital is responsible for the acts of its 
nurses, but that the hospital was negligent in 
an administrative capacity in making avail- 
able decomposed medical supplies, in this in- 
Stance magendie. The supervisor of the in- 
firmary knew six months before the ocur- 
rence that the stale magendie was available 
among the infirmary medical supplies and 
Said that it was never used and was not to be 
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Recent Legal Decisions Important to Hospitals 


used. That supervisor, if the title meant any- 
thing, cognizant of the presence of the stale 
drug, dangerous and unfit for use, was obli- 
gated to remove and destroy it. On the facts 
proved, recovery may be had even though 
both the negligence of the city and of the 
administering nurse contributed to the in- 
jury.” 


As to the second point, the plaintiff agreed that 
since she had been hired on a contractual basis to 
work for the city in one of its hospitals, then she 
should not be considered as a patient, and she 
should not be considered as a recipient of any 
charity which the defendant was dispensing. The 
court pointed out that the plaintiff was correct in 
this agreement and that the city, in hiring her 
entered into a purely contractual relation, and 
that in caring for her in the nurses infirmary it 
was not performing any of the recognized govern- 
mental function in caring for the public health. 
The court said: 


“Nor does it appear how the operation and 
the maintainance of the nurses infirmary was 
a governmental function. When the city acts 
to protect the health of its citizens by medical 
and surgical treatment to those who can not 
pay therefor, it is engaged in a govern- 
mental function. Here, the infirmary was 
open only to nurses. The public was not ad- 
mitted or treated. It can not be said that the 
operation of the infirmary was for the pro- 
tection of the public’s health. It was operated, 
as far as plaintiff is concerned, in the per- 
formance of a contractual duty not a gov- 
ernmental obligation.” 


Two of the judges of the Court of Appeals of 
New York dissented on the grounds that the 
plaintiff was within the terms of the workmen’s 
compensation law and that if she was not within 
the terms of that law, then she was within the 
rule that prohibits recovery where the only negli- 
gence shown. is that of the nurse administering 
the particular medicine. 


The law of the majority of the court did seem to 
be the better of the two opinions, because it would 
be unreasonable to say that a nurse could not re- 
cover against a hospital because of the negligence 
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of the administrators in failing to see that proper 
drugs and medicines were kept. Certainly, the 
fact that the plaintiff was a nurse can not be a 
ground for denying recovery. We can not make 
one rule for the patient who is an outsider and 
another rule for one of the nursing staff who by 
virtue of an illness becomes a patient. 


It is to be remembered that the decision of the 
court was based not upon the fact that the par- 
ticular nurse who administered the drug had been 
negligent, but it was based upon the fact that the 
hospital authorities had been negligent in failing 
to make certain that the drug which was known 
to be decomposed, was put out of use or destroyed, 
or disposed of in some manner which would pre- 
vent the possibility of its ever being used in the 
treatment of a patient. The court very logically 
pointed out that the supervisor should have dis- 
posed of the drug at once. The remarks of the 
court would appear to be good advice for all hos- 
pitals which have upon its shelves any medicines 
or drugs which are not fit for use. 


anette 


Whether Hospital Is Liable for Injury to Visitor 
Through Fall on Waxed Floor 


Lusk v. United States Fidelity and Guarantee 
Company. Louisiana Court of Appeals, January 
27, 1941. This was in reality a suit against Touro 
Infirmary for the recovery of damages as a result 
of the plaintiff having fallen on some waxed floors 
in the corridors of the infirmary. However, un- 
der the law of Louisiana it is permitted to file suit 
against the insurance company directly, which ac- 
counts for the title of the case. 


The accident happened on May 15, 1934, at a 
time when one of the employees of the infirmary 
was waxing the floors. The plaintiff was visiting 
a patient in the hospital and while on her way 
out of the hospital, she fell on the floor of the 
second story of the building. The case of the 
plaintiff was predicated upon the fact that she had 


no previous warning of the conditions of the floor - 


and also upon the allegation that the defendant 
had failed to properly rub the floor down to the 
point where it would not be unsafe. 


The defendant urged that the Touro Infirmary 
was a charitable institution and therefore, could 
not be held liable. The court said that the doctrine 
of immunity could be applied only where the 
plaintiff was a beneficiary of the charity, and that 
where a stranger to the charity was injured, then 
he or she might recover in, a proper case. 


The court considered the issue of negligence 
and the evidence of both sides and came to the 
conclusion that the defendant had used reasonable 
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care in maintaining the floors and that therefore 
it was not guilty of negligence. The evidence 
showed that the floors were covered with Stedman 
rubber tile and that the cleaning of the floor re- 
quired that it first be washed and dried, after 
which the floor was waxed with liquid wax applied 
by a waxing machine. The attendant who waxed 
the floors on the day in question had placed some 
six warning signs about the corridor to warn peo- 
ple that the floor was being waxed and that it was 
slippery. 

Clearly, there was nothing dangerous about the 
flooring itself nor the manner in which it was be- 
ing cleaned and waxed. Further, the plaintiff and 
her witnesses did not say positively that the 
warning signs were not posted but merely said 
that they did not observe those signs. The court 
took this to mean that the signs had been posted 
in accordance with the testimony of the defendant 
and that therefore, the defendant had done every- 
thing within its power to prevent an accident. 


The practice of the Touro Infirmary in, posting 
the signs while the floors were being waxed is a 
good safety measure. It is a well known fact that 
even after floors have been waxed with a heavy 
machine, they still present a slick surface to walk 
upon, and that surface does not provide good 
traction for some hours after the waxing. There- 
fore, it would be well to leave such signs up on the 
days on which the floors are waxed for a period 
of two hours at least following the waxing process. 


As a general rule, recovery has been denied in 
cases in which the plaintiff seeks to hold the de- 
fendant liable for maintaining a waxed floor. 
However, some cases have turned upon the ques- 
tion whether an excessive amount of wax was 
used and it has been decided that in a proper case 
the plaintiff might recover damages. Therefore, 
it should not be assumed that because many of the 
courts have denied recovery in these cases that it 
will be denied in all of them. 
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Whether Hospital Is Liable for Burns Caused by 
Negligences 


Dillon v. Rockaway Beach Hospital and Dispen- 
sary 30 N. E. ad 502. 284 N. Y. 176 reversing 


21 N.Y. S. 2d 502, 259 App. Div. 1033. 


This was an action by a paying patient to re- 
cover for injuries sustained as the result of the 
negligence of the defendant’s employees. The low- 
er court had dismissed his complaint upon the 
ground that it did not state a cause of action. The 
complaint had been dismissed only after plaintiff 
had put in all of his evidence in the lower court. 
The Court of Appeals held that the evidence of- 
fered by the plaintiff was sufficient to take the case 
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to the jury and that the jury should have been 
permitted to decide whether the defendant was 
guilty of negligence. 


The evidence showed that the plaintiff had been 
given a spinal anesthesia which paralyzed his 
lower limbs, and that after having been operated 
on he was removed to his bed. Shortly after he 
awoke, he noticed a burning sensation and upon 
complaining to a nurse it was found that an elec- 
tric light was beneath the covers of the bed. Con- 
tact with the light had resulted in a severe burn 
to the plaintiff’s foot. 


The plaintiff proved that the light was there 
and that he was burned through no fault of his 
own, which was sufficient to throw the burden 
upon the defendant of showing that it had done 
nothing negligent with respect to that light. Un- 
deniably the inference was that someone had 





A Wider Use for Hospital Publications 


In hospital work as in all lines there is constant 
progress. Today’s practices and methods will 
later give way before newer and better ways. If 
our hospital personnel is ill-informed and does 
not keep pace with new methods and ideas that 
might be adapted to our work that work will suffer 
accordingly. 


Not only is there constant advancement in the 
treatment of disease and in nursing methods, but 
in accounting, engineering, laundry methods, pur- 
chasing, as well as in other phases of our institu- 
tional program, new methods are being developed 
every day. What are we doing to keep our worker 
groups informed? 


Once a week at our hospital our “family” of 
workers gathers at 7 a. m. for a half hour’s work- 
ers meeting. On these occasions matters are pre- 
sented having to do with the improvement of 
service or along any line bearing on the problem 
of making our hospital a better place for all it 
serves. 


Recently, we have started the plan of using 
one of these meetings each month for the presen- 
tation of materials appearing in the leading hos- 
pital magazines. To illustrate: we check through 
all of the current month’s issues and select pos- 
sibly six or seven articles that seem to present 
matters particularly appropriate. Each of these 
articles is assigned to a supervisor or other per- 
son suited to present the matter clearly and ef- 
fectively in publie. 
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placed the light in the bed and had forgotten to 
remove it. If that was the fact, and it would seem 
that on the basis of plaintiff’s evidence such was 
true, then, it would follow that the defendant was 
negligent. In any event the defendant should have 
been required to put its case into evidence and 
the case of the plaintiff and the defendant should 
have gone to the jury for a decision upon the 
facts. 


Hospital attendants have been and are con- 
stantly being warned of the consequences of the 
careless use of heating apparatus. Carelessness in 
this regard has cost hospitals much money and 
while efforts have been made to remove this 
vexatious source of injury those efforts have not 
been entirely successful. Each month of the year 
there is a new decision based upon burns. It is 
suggested that some improvement should be made 
in the control of heating apparatus. 


These items are presented in brief but suffici- 
ently complete to impress the thought. In this 
way our group of 225 workers get the benefit of 
much up-to-the-minute hospital wisdom and help. 
This we feel is a sort of “Hospital Administration 
Digest” presented orally to our worker group. 


In addition to this we have a list of our leading 
workers to whom these helpful magazines are 
passed each month. 


Ernest L. Place, Business Manager, 
New England Sanitarium and Hospital 


——< 


The Surgical Supervisor 


A welcome addition to hospital literature is 
“The Surgical Supervisor,” edited by Weedon B. 
Underwood, director of Research of the Ameri- 
can Sterilizer Company. 


Mr. Underwood has already made so many and 
so valuable contributions to our understanding of 
the scientific basis of steam sterilization that fu- 
ture numbers, which are to appear at two-month 
intervals, may be expected to keep the reader in- 
formed of the latest development in the equip- 
ment and technics of sterilization. 


The January number contains an interesting 
history of the development of methods of steam 
sterilization, and future issues promise to report 
new researches on other subjects of interest to 
the surgical supervisor. 
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Western Hospitals Hold Annual Convention 


In San Francisco March 3 to 6, 2310 persons 
gathered at the Fifteenth Annual Convention of 
the Association of Western Hospitals to discuss 
“Hospital Preparedness in a Democracy.” 


Hospital administrators, doctors, nurses, physi- 
otherapists, anesthetists, housekeepers, engineers, 
accountants, pharmacists, dietitians, purchasing 
agents, medical record librarians, medical social 
workers, 200 Sisters from 25 communities repre- 
senting the Western Conference of the Catholic 
Hospital Association and persons interested in 
public hospitals and small hospitals all joined in 
this record-breaking assembly to attempt to find 
out what their part in the defense program is. 
There were experts in every field to give the bene- 
fit of their experience and to prophesy what the 
place of the hospital in the national emergency 
may be and the possible effect on the hospital. 


Sister Elizabeth Clare, R.N., president of the 
Western Conference of the Catholic Hospital Asso- 
ciation, presided at the opening general assembly 
on Monday afternoon. She introduced Ernie S. 


Erwin, assistant comptroller of Stanford Uni- 
versity, and general chairman of the convention: 
Mayor Angelo J. Rossi; and the Rt. Rev. Msgr. 
Thomas J. O’Dwyer, director of Catholic Charities 
in Los Angeles. 


Delegates were extended greetings by Guy M. 
Hanner, president of the American Protestant 
Hospital Association; Arthur C. Bachmeyer, M.D., 
president of the American College of Hospital Ad- 
ministrators, Malcolm T. MacEachern, M.D., as- 
sociate director of the American College of Sur- 
geons; and Benjamin W. Black, M.D., president 
of the American Hospital Association. 


Speaking on the theme: “Hospital Prepared- 
ness in a Democracy,” Doctor Black reminded 
delegates that hospitals must be ready for all 
emergencies, including the possibility of total war. 
Dr. L. R. Chandler, Dean of Stanford University 
Medical School, analyzed the effect of the defense 
program as doctors, nurses and technicians are 
drawn from hospital staffs to selective service. 
The plans of the Government were presented by 


Annual Banquet, Association of Western Hospitals 
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Ellard L. Slack 
President 


Lieutenant-Colonel John F. Corby, M.D., of the 
U.S. Army Medical Corps. 


Throughout the four days of the convention, it 
was noteworthy that not only general assemblies 
when more than 2000 delegates gave close atten- 
tion to nationally recognized authorities but also 
section meetings of specialists discussing their 
own problems were all motivated by a sober and 
realistic admission that emergencies must be met 
in every hospital through the cooperation of all 
staff members and all departments. 


The seventeenth annual meeting of the West- 
ern Conference of the Catholic Hospital Associa- 
tion opened Sunday, March 2, and continued 
through Monday. Sisters and Catholic Chap- 
lains attended general assemblies and allied sec- 
tions throughout the Western Hospital conven- 
tion and joined their leadership in the detailed dis- 
cussion of hospital participation in the national 
defense program. 


The following sectional chairmen presided over 
meetings of allied groups: Accountants’ Section, 
C. W. Fox of Stanford University Hospitals; Ad- 
ministrative Nurses Section, Mrs. Janet F. Korn- 
gold, R.N., of Fresno General Hospital; Auxil- 
iaries and Volunteers Service Section, Mae Hind- 
man, Children’s Hospital Society, Los Angeles; 
Catholic Chaplains, Father Charles J. Knebel, 
O.F.M., from Queen of Angels Hospital, Los An- 
geles; Dietetic Section, Jane Sedgwick, State De- 
partment of Health, San Francisco; Engineers’ 
Section John H. Herzog, St. Mary’s Hospital, San 
Francisco; Executive Housekeepers’ Section, Mrs. 
Ina ©. Robson, Mills Memorial Hospital, San 
Matec. Medical Record Librarians Section, Mrs. 
Grace “inchley, R.R.L., St. Francis Hospital, San 
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Francisco; Medical Social Workers Section, Mar- 
guerite L. Spiers, Alameda County Hospital, Oak- 
land; Nurse Anesthetists’ Section, Martha Bichel, 
R.N., Franklin Hospital, San Francisco; Pharma- 
cists’ Section; John Flournoy, California Hospital, 
Los Angeles; Physiotherapists’ Section, Mrs. 


Martha Palmer, St. Luke’s Hospital, San Fran- 
cisco; Public Hospitals Section, H. E. Zaiser, M.D., 
Orange County General Hospital, Orange; Pur- 
chasing Agents’ Section, Paul Fleming, Hahne- 
mann Hospital, San Francisco; Small Hospitals 
Section, A. E. Hodgeman, Fraser Hall, San Diego. 


More than one hundred commercial exhibits 
were on display. E. J. Hubbard of San Francisco 
was the chairman of the exhibitors’ section. 


Federal legislation affecting financing of hos- 
pitals and staff restrictions imposed by the selec- 
tive service draft were analyzed with realistic 
emphasis by Bert W. Caldwell, M.D., executive 
secretary of the American Hospital Association, 
addressing the general assembly on Wednesday. 
At this assembly William H. Walsh, M.D., hospital 
consultant from Chicago, outlined a program in- 
cluding bomb-proofing and gas-proofing for pro- 
tection of American hospitals under war-time 
conditions. 


The Thursday morning general assembly turned 
the spot-light of expert testimony on the necessity 
for making adequate hospitalization available for 
all people. Doctor Black discussed the solution 
of the problem in county-owned institutions. Dr. 
John C. Sharp, superintendent of Monterey 
County Hospital in Salinas, presented the respon- 
sibilities of the voluntary hospital. Dr. H. M. 
Ginsburg described the Fresno County Plan which 
has operated since 1933 by a part-pay procedure 
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using the medical social service department to 
ascertain the ability of the “white collar” patient 
to pay for medical and hospital care. 


On the closing day of the convention President 
Clarence J. Cummings handed over the leadership 
of the Association of Western Hospitals to his 
successor, Ellard L. Slack, superintendent of Sam- 
uel Merritt Hospital in Oakland. Other officers 
elected to serve through the coming year are: 
President-elect, Dale L. Smith, superintendent of 
Santa Fe Coast Lines Hospital, Los Angels; first 
vice-president, Rev. Richard T. Howley, of the 
Catholic Charities in San Francisco; second vice- 
president, J. O. Sexson, Good Samaritan Hospital, 
Phoenix, Arizona; treasurer, W. P. Butler, super- 
intendent, San Jose Hospital, San Jose, California. 


Glenn E. Myers, M.D., of Compton Sanitarium 
is succeeded as president of the Association of 
California Hospitals by F. Stanley Durie, super- 
intendent, University of California Hospital, San 
Francisco. President-elect of the Association of 
California Hospitals is D. L. Braskamp, superin- 
tendent, Alhambra Hospital, Alhambra; first vice- 
president, Anthony J. J. Rourke, M.D., physician 
superintendent of Stanford University Hospitals; 
second vice-president, Rt. Rev. Msgr. Thomas J. 
O’Dwyer, Catholic Welfare Bureau, Los Angeles; 
and the treasurer is A. E. Maffly, superintendent 
of Berkeley Hospital, Berkeley, California. Trus- 
tees are A. C. Larson, business manager of Para- 
dise Valley Hospital and Sanitarium, National 
City; and V. W. Olney, superintendent, St. Fran- 
cis Hospital in San Francisco. 





New England Holds 


The nineteenth Annual Meeting of the New 
England Hospital Assembly finished successfully 
with an Annual Dinner attended by 147 members, 
exhibitors, and their wives and friends. There 
was:a registration of 1268 persons. All sessions 
of the meetings were well attended by an enthu- 
siastic and responsive audience. The high light 
of the program centered about the session on Pre- 
paredness. 


Dr. Charles F. Wilinsky, director of the Beth 
Israel Hospital, Boston, president of the Assem- 
bly, having been confined to the hospital for 12 
weeks, had been ordered to recuperate at some 
distant point and was unable to attend. On 
Wednesday morning, March 12, Dr. Joelle C. Hie- 
bert, director, Central Maine General Hospital, 
Lewiston, Maine, vice president, presided. Dr. 
Franklin W. Wood, of the McLean Hospital, Wa- 
verley, read a letter from the president. Reports 
of committees were received. The report of the 
Membership Committee indicated an.increase of 
65 members. 


Each session consisted of a symposium. “Some 
of the Problems in, Smaller Hospitals,” was the 
title of the symposium presided over by Dr. Allan 
Craig, medical director, Eastern Maine General 
Hospital, Bangor. S. Hawley Armstrong, execu- 
tive secretary of the Pennsylvania Hospital As- 
sociation, read a paper prepared by Graham L. 
Davis of the W. K. Kellogg Foundation, Battle 
Creek, Michigan, on Accounting. This was fol- 
lowed by a paper on “The Importance of Rec- 
ords,” presented by Dr. Huston K. Spangler, 
eastern field representative of the American Col- 
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Successful Meeting 


lege of Surgeons. His paper was discussed by 
Mrs. Enna Black, American Association of Med- 
ical Record Librarians, Grace Hospital, New 
Haven, Connecticut. Following this, Pearl R. 
Fisher, R.N., superintendent of Thayer Hospital, 
Waterville, Maine, presented a paper on, “Pur- 
chasing and Inventory,” which was followed by 
a discussion of her paper led by Catherine L. 
Perry, R.N., superintendent, Martha’s Vineyard 
Hospital, Oak Bluffs, Massachusetts. A round 
table was conducted by the presiding officer until 
noon. 


The subject of Wednesday afternoon’s sympo- 
sium was “An Adequate Program of Public Re- 
lations,” Oliver G. Pratt, superintendent, Salem 
Hospital, Salem, presiding. A paper on “House 
Organs” was read by Ada Belle McCleery, super- 
intendent, Evanston Hospital Association, Evans- 
ton, Illinois, and the discussion, of this paper was 
led by Sidney G. Davidson, administrator, Grace 
Hospital, New Haven, Connecticut. “Hospitals 
and the Press” was then presented by Leonard 
Ware, editorial writer for The Boston Herald, 
Boston, Massachusetts. Next, a paper on “The 
Trustee Interprets the Hospital” was read by 
Stoughton Bell, attorney, a trustee of Cambridge 
Hospital, Cambridge, Massact.usetts, after which 
a summation. and round table was conducted by 
the presiding officer. 


On Thursday morning, Dr. Joseph B. Howland, 
administrator, Collis P. Huntington Memorial 
Hospital, Harvard Medical School and superin- 
tendent emeritus of Peter Bent Brigham Hospi- 
tal, Boston, presided. ‘National Defense Prepar- 
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edness” was the subject for discussion and a 
paper on “The Place of the Hospital in National 
Defense,” prepared by Dr. Nathaniel W. Faxon, 
director, Massachusetts General Hospital, Bos- 
ton, was read by Dr. Norman C. Baker, assistant 
director, Massachusetts General Hospital. Fol- 
lowing this, “The Place of the Smaller Commu- 
nity and Its Hospital in the Preparedness Pro- 
gram” was the title of a paper read by Helen 
Goodwin, R.N., superintendent, Rumford Com- 
munity Hospital, Rumford, Maine. This was dis- 
cussed under the leadership of James A. Hamil- 
ton, director, New Haven Hospital, New Haven, 
Connecticut. Dr. Nels A. Nelson, director, Divi- 
sion of Genitoinfectious Diseases, Department of 
Public Health, Commonwealth of Massachusetts, 
then read a paper entitled “Local Hospitals in the 
Control of Genitoinfectious Diseases.” This was 
followed by. a summation and round table led by 
the presiding officer. . 


At the luncheon, Frank W. Lovejoy, sales ex- 
ecutive, Socony-Vacuum Oil Company, New York 
City, spoke on the subject, “A Sales Executive 
Looks at Hospitals.” 


The afternoon session convened at 2:30 with 
Dr. W. Franklin Wood, director, McLean. Hospi- 
tal, Waverley, Massachusetts, presiding. ‘“Con- 
tinuing Education for Hospital Personnel’ was 
the title of the symposium and was taken in the 
following order: Continuing Education of Physi- 
cians, Dr. Frederick T. Hill, president of staff, 
Thayer Hospital, Waterville, Maine; Continuing 
Education of Nurses, Dr. Reginald Fitz, assistant 
to the dean, Harvard Medical School, Boston, and 
Martha Ruth Smith, professor of Nursing Edu- 
cation, Boston University School of Education, 
Boston; Continuing Education of Hospital Ad- 
ministrators, Dr. Arthur C. Bachmeyer, presi- 
dent, American College of Hospital Administra- 
tors, associate dean, Division of Biological Sci- 
ences, University of Chicago Clinics, Chicago; 
and Continuing Education of Trustees, Samuel 
Stewart, Central Maine General Hospital, Lewis- 
ton, Maine. 


At 7:00 p. m., Dr. Joelle C. Hiebert presided 
over a Trustees’ Section. In the absence of Dr. 
Wilinsky, the president, Dr. Warren F. Cook, di- 
rector, New England Deaconess Hospital, Boston, 
read a paper to the trustees. Following this, 
John MacGregor, trustee of Faulkner Hospital, 
Jamaica Plain, Boston, and a member of the Sur- 
gical Manufacturers Committee, informed those 
present of the potential difficulties which will 
beset hospitals in procurement of instruments 
during this effort. The round table which fol- 
lowed was led by Raymond P. Sloan, editor, The 
Modern Hospital. 


April, 1941 


On Friday morning, March 14, the session 
opened with Jessie E. Grant, R.N., superintend- 
ent, Springfield Hospital, Springfield, Vermont, 
presiding. “Rehabilitation of the Patient” was 
the subject under consideration and two papers 
were read—‘“Medical Social Service, Is It Worth 
It?” by Helen J. Almy, supervisor of Medical 
Social Service, Department of Public Health, 
Commonwealth of Massachusetts, and “The Itin- 
erant Social Worker,” by Mrs. Dorothy Atwill 
Coates, supervisor of Medical Social Work, De- 
partment of Public Welfare, Commonwealth of 
Massachusetts. The discussion was led by Mrs. 
Lucy A. Pollock of Brookline. The Massachu- 
setts Association for Occupational Therapy pre- 
sented an unusual and very interesting drama- 
tization—“Occupational Therapy Pays Its Way.” 


At the Friday luncheon, Dr. Arnold F. Emch, 
assistant secretary of the American Hospital As- 
sociation, spoke on the activities of the American. 
Hospital Association. At 2:30 a round table was 
conducted, Dr. W. Franklin Wood, presiding. 


At 4:00 p. m. the Business Session was held 
and the following resolution was voted: 


“WHEREAS: The United States of America 
finds itself in the midst of a world torn with 
strife and facing the possibility of war; 


“BE IT RESOLVED: 


“First: That the New England Hospital 
Assembly recommend to the trustees of the 
several hospitals located in New England 
that they interest themselves in developing 
emergency facilities in their respective hos- 
pitals in keeping with the National Defense 
Preparedness Program. 


“Second: That the institutional members 
of the Assembly, through their personnel, 
make a thorough study as to the ways and 
means whereby their hospitals may best ex- 
tend and improve their usefulness to their 
respective communities. 


Officers elected for the ensuing year are: Pres- 
ident, Joelle C. Hiebert, M.D., Central Maine Gen- 
eral Hospital, Lewiston, Maine; Vice-President, 
Wilmar Allen, M.D., Hartford Hospital, Hart- 
ford, Connecticut; Treasurer, Donald S. Smith, 
Mary Hitchcock Memorial Hospital, Hanover, 
New Hampshire; Trustees, Laurence C. Camp- 
bell, Barre City Hospital, Barre, Vermont; Ste- 
phen S. Brown, M.D., Maine General Hospital, 
Portland, Maine; and Sister Gagne, Notre Dame 
Hospital, Nashua, New Hampshire. Following 
the close of the Business Session, the Trustees 
met and elected A. G. Engelbach, M.D., Secretary. 
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Texas Hospital Association 


The Twelfth Annual Convention of the Texas 
Hospital Association brought together the largest 
attendance in the history of the Association. At- 
tracted by the exceilent features of the program 
arranged, and the fine services rendered by Ara 
Davis, president, and Madelyne Sturdavant, ex- 
ecutive secretary, during the past year. There 
were 1,066 hospital people registered. 


There has seldom been, in the history of any 
national, regional, or state association, a program 
provided so replete with features of outstanding 
interest to hospitals, or graced with the presence 
of so many leaders in the hospital field. The 
participation in any program of such authorities 
and leaders as the Very Reverend M. J. O’Connell, 
C.M., president of DePaul University; Dr. Joseph 
C. Doane, a past president of the American Hos- 
pital Association; Rev. Alphonse M. Schwitalla, 
S.J., president of the Catholic Hospital Associa- 
tion; Gerhard Hartman, secretary of the Ameri- 
can College of Hospital Administrators; Alden 
Mills; Dr. T. R. Ponton; Sister Mary Patricia, 
O.S.B.; Robert Jolly ; Rev. J. H. Groseclose; Sister 
Antonia, St. Paul’s Hospital, Dallas; Nellie 
Gorgas; Dr. E. M. Dunstan, and many others 
would insure its success. 


Together with the address of President Ara 
Davis, the address of Father Schwitalla, “Hos- 
pital Service in the Social Crisis,’ presented at 
the President’s Session, and the address of the 
Very Reverend M. J. O’Connell, C.M., on. “Hos- 
pital Progress and Its Chief Victims—Hospital 
Administrators,” presented at the Tuesday lunch- 
eon, were the convention highlights. 


The Association elected the following officers 
for the coming year: 


President: Harry G. Hatch, Amarillo 
President-elect: Dr. E. M. Dunstan, Dallas 


First Vice-president: Sister Antonia, R.N., 
Dallas 


Second Vice-president: George S. Buis, Austin 
Third Vice-president: John C. Crimen, El Paso 
Treasurer: Eva M. Wallace, R.N., Fort Worth 


Trustees: Mrs. Margaret H. Rose, Wichita 
Falls; C. E. Hunt, Lubbock; Dr. John W. 
Torbett, Marlin; and Robert Jolly, Houston 


Secretary: Madelyne Sturdavant, Dallas 


The convention was greatly interested in a 
hospital licensure law drafted by the attorney for 
the Association, Hon. Phillip Overton. This law 
was to be introduced in the State Legislature 
immediately. 
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And so, from a small group of a dozen ez jest 
hospital administrators forming the Assoc: tion 
twelve years ago, the Texas Hospital Associ: jon, 
under wise and progressive leaders, has gro\ » in 
influence and members until more than a tho» -and 
hospital people attend its annual convention. and 
every hospital in Texas has been greatly ene. 
fited by its accomplishments. 


Arizona Hospital Association 


The Arizona Hospital Association held its an- 
nual convention in Tucson, February 28 to March 
1. Organized one year ago, this latest state asso- 
ciation has had a rapid growth, and is developing 
its state-wide program efficiently. Practically 
every hospital in the state is a member of this 
Association. 


Under the leadership of its president, Dr. 
Roland Davison, medical director of the Desert 
Sanatorium of Southern Arizona, Tucson, a well- 
coordinated program for the future activities of 
the Association has been established. For the 
present the major activity is directed along the 
lines of preparedness. The two-day program was 
devoted to discussions of ways and means for 
meeting any emergency and of maintaining pres- 
ent standards of hospital service, with adequate 
provision for the care of both civilian and military 
sick under any conditions which may later develop. 


The Convention was addressed by Dr. A. C. 
Bachmeyer, president of the American College of 
Hospital Administrators; Dr. William H. Walsh 


_ of Chicago, hospital consultant; Dale L. Smith, 


superintendent of Santa Fe Coast Lines Hospital, 
Los Angeles; and Dr. Bert W. Caldwell. 


Dr. Smith’s address, “Why Personnel Relations 
Are Essential to Good Public Relations,” was par- 
ticularly appropriate at this time. 


The Association elected the following officers 
for the coming year: 


President—J. O. Sexson, Phoenix 
Vice-president—Sister Mary Thomas, Phoenix 


Secretary—Charles W. Sechrist, M.D., Flag- 
staff 


Ea eee 


Hospital Association of Hawaii 


The Second Annual Conference of the Hospital 
Association of Hawaii will be held Tuesday, March 
25, 1941, in Honolulu. The sessions of the con- 
ference will be held in the auditorium of the re- 
cently completed headquarters building of the 
Territorial Nurses’ Association and Territorial 
Medical Association, known as the Mabel Smyth 
Memorial, located on the grounds of The Queen’s 
Hospital. 
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local publicity. 










Winter Conference: 


W. N. Armstrong, Rockford, Illinois 
Robert C. Baker, Richmond, Virginia 
A. D. Baldwin, Cleveland, Ohio 

Rev. John W. Barrett, Chicago, Illinois 
0. M. Battle, Baton Rouge, Louisiana 
John H. Begley, Detroit, Michigan 
George T. Bell, Jr., Wilkes-Barre, Pennsylvania 
W. A. Bonesteel, Pittsburgh, Pennsylvania 

Paul F. Bourscheidt, Peoria, Illinois 

H. T. Brandt, Buffalo, New York 

Lucille Brick, Columbus, Ohio 

James D. Brien, Des Moines, Iowa 

Dr. R. C. Buerki, Madison, Wisconsin 

R. F. Cahalane, Boston, Massachusetts 

Arthur M. Calvin, St. Paul, Minnesota 

M. Haskins Coleman, Jr., Richmond, Virginia 

J. Douglas Colman, Baltimore, Maryland 
Frances K. Conn, Birmingham, Alabama 

John A. Connor, Columbus, Ohio 

H. B. Coolidge, Savannah, Georgia 

E. B. Crawford, Chapel Hill, North Carolina 
Graham L. Davis, Battle Creek, Michigan 

Louis Degenhardt, Alton, Illinois 

F. A. Deniston, Chicago, Illinois 

J. Aibert Durgom, Newark, New Jersey 
George W. Eutsler, Kingsport, Tennessee 
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Hospital Service Plan News 


Prepared by the Commission on Hospital Service and the 
Council on Hospital Service Plans 


pital Association announces the 1941 approval 

of 67 plans which have complied with the 
standards for nonprofit hospital service associa- 
tions established by the Commission on Hospital 
Service of the American Hospital Association. The 
Hospital Service Plan of the Lehigh Valley, 643 
Wolf Street, Easton, Pennsylvania, has been 
added to the list of 66 plans (reapproved) which 
appeared in the February issue of HOSPITALS. 


Toe Board of Trustees of the American Hos- 


March 10, 1941 was designated as “Approval 
Day” by the Commission on Hospital Service of 
the American Hospital Association at which time 
a general statement was released from central 
headquarters to the press and carried on the Asso- 
ciated Press wires. Each plan conducted its own 


Mid-Winter Conference of Hospital Service Plans 


On February 27, 28, and March 1, 1941, the fol- 
lowing persons, including representatives and dele- 
gates of hospital service plans, met at the Roose- 
velt Hotel in New Orleans for their annual Mid- 








L. D. Fowler, Cincinnati, Ohio 
O. Leon Gonzalez, Harrisburg, Pennsylvania 
Edward Groner, New Orleans, Louisiana 
Dr. Frank P. Hammond, Chicago, Illinois 
Maynard J. Hammond, Cincinnati, Ohio 

F. K. Helsby, Kansas City, Missouri 

E. J. Henryson, Washington, D. C. 

E. M. Herndon, Durham, North Carolina 
Clement W. Hunt, Harrisburg, Pennsylvania 
Gladys A. Hunt, Harrisburg, Pennsylvania 
Robert E. Johnson, Jamestown, New York 
Ralph W. Jordan, Columbus, Ohio 

Dr. Paul Keller, New York City 

Michael A. Kelly, Cleveland, Ohio 

Leonard O. Key, Roanoke, Virginia 

F. P. G. Lattner, Des Moines, Iowa 

J. D. Laux, Detroit, Michigan 

W. H. Lichty, Detroit, Michigan 

John R. Mannix, Detroit, Michigan 

Robert J. Marsh, Huntington, West Virginia 
Dr. B. C. MacLean, Rochester, New York 
W. R. McBee, Tulsa, Oklahoma 

Ray F. McCarthy, St. Louis, Missouri 

John A. McNamara, Cleveland, Ohio 

Wm. S. McNary, Denver, Colorado 

James McNee, St. Paul, Minnesota 

Sherman D. Meech, Rochester, New York 
Carl M. Metzger, Buffalo, New York 

Robert E. Mills, Youngstown, Ohio 

James G. Montgomery, Toledo, Ohio 

Ed S. Moore, Birmingham, Alabama 

Msgr. John R. Mulroy, Denver, Colorado 

J. Philo Nelson, San Francisco, California 
J. Ward Nelson, Birmingham, Alabama 
Maurice J. Norby, Chicago, Illinois 

E. F. Nestor, St. Louis, Missouri 

John D. O’Brien, St. Louis, Missouri 
Abraham Oseroff, Pittsburgh, Pennsylvania 
G. G. Otto, Alton, Illinois 

Richard O. Parker, Canton, Ohio 

Robert Parnall, New Haven, Connecticut 
George Putnam, Boston, Massachusetts 
Eustice Raines, Birmingham, Alabama 

Dr. Julian L. Rawls, Norfolk, Virginia 

W. G. Reynolds, Decatur, Illinois 

C. Rufus Rorem, Chicago, Illinois 

Harold E. Roush, Akron, Ohio 

H. A. Schroder, New Orleans, Louisiana 

P. J. Stackelum, New Orleans, Louisiana 
Earl R. Sweet, Kansas City, Missouri 
Eileen Thoren, Rockford, Illinois 

E. J. Vallon, New Orleans, Louisiana 
Frank Van Dyk, New York City 

E. A. van Steenwyk, Philadelphia, Pennsylvania 
Ralph G. Walker, Los Angeles, California 
Dr. Peter D. Ward, St. Paul, Minnesota 









L. R. Wheeler, Milwaukee, Wisconsin 
Ray A. Wyland, Parkersburg, West Virginia 
E. R. Young, Jr., Portsmouth, Ohio 


The general meetings were devoted mainly to 
discussions of Committee reports which included 
Problems of Medium-Sized Plans, Low-Cost Plans, 
Hospital and Medical Relations, Statistics, Ac- 
counting and Office Practice, National Accounts 
and Uniform Contracts, and Activities of Insur- 
ance Companies. 


At their general business session, the represen- 
tatives of approved nonprofit hospital service 
plans elected the following persons to the Interim 
Hospital Service Plan Commission, to serve until 
their successors are elected following the Annual 
Convention of the American Hospital Association 
in September, 1941: 
E. A. van Steenwyk, Chairman; Associated Hospital 
Service of Philadelphia 

John R. Mannix, Vice-Chairman; Michigan Hospital 
Service, Detroit 

George Putnam, Treasurer; Associated Hospital 
Service of Massachusetts, Boston 

John A. Connor, Central Hospital Service Associa- 

tion, Columbus 

Edward Groner, Hospital Service Association of New 

Orleans 

William S. McNary, Colorado Hospital Service Asso- 

ciation, Denver 

Sherman D. Meech, Rochester Hospital Service Asso- 

ciation 

Mrs. Edward J. Walsh, Group Hospital Service, St. 

Louis 

Peter D. Ward, M.D., Minnesota Hospital Service As- 

sociation, St. Paul 

This membership of the Commission has re- 
ceived the approval of the Board of Trustees of 
the American Hospital Association. The election 
and approval of the Interim Hospital Service Plan 
Commission, which will do all things necessary to 
secure the establishment of the permanent Hos- 
pital Service Plan Commission of the American 
Hospital Association, terminates the activities of 
the Council on Hospital Service Plans and the 
Commission on Hospital Service, whose duties and 
monies will be directed by the newly elected 
Commission. 


More than two hundred persons attended the 
dinner on Saturday evening, March 1, at which 
Jess S. Cave, Commissioner of Public Finance of 
the City of New Orleans, and Robert W. Elsasser, 
Professor of Economics and Management at Tu- 
lane University, were the speakers. Charles I. 
Denechaud, President of the Hospital Service As- 
sociation of New Orleans served as toastmaster. 


Excerpts from Mid-Winter Conference Reports 


The following quotations are taken from the 
papers and reports presented at the Mid-Winter 
Conference of Hospital Service Plans in New 
Orleans, February 27, 28, and March 1, 1941. 
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“Medical and Hospital Plans—Problems of Joint 
Administration”—by Carl M. Metzger, executive 
director, Hospital Service Corporation of Western 
New York: 


“A few of the reasons why joint administration 
is advantageous to both types of Plans: (1) Com- 
mercial competition in our field of hospitalization 
is creating an agitation for surgical coverage as 
well, and many employers and employees are be- 
ginning to feel that the advantages which a non- 
profit hospital plan is able to offer, important as 
they are, are insufficient when contrasted with the 
combined hospital and surgical policy offered by 
the commercial companies. You can rest assured 
that the commercial companies recognize this as 
the most important sales point that they can make 
and their future activities will hinge largely upon 
it; (2) both employers and employees feel that 
even if hospital care insurance and medical in- 
demnity insurance are available through separate 
nonprofit corporations, these services are so closely 
allied that they can see no excuse for two separate 
organizations dealing with the same ailment 
against which they wish to purchase adequate 
expense protection; (3) separate corporations, 
separately administered, in any event create, at 
least technically, a competitive situation between 
themselves. Employers are loath to have two dif- 
ferent crews of field assistants operating in their 
plant, and further, strongly object to a duplication 
of work in their payroll department for the neces- 
sary payroll deductions, which, in any event, they 
grant with reluctance.” 


In his paper entitled “Why Statistics?”, M. J. 
Norby said: “The general objective of the use of 
statistics in the administration of Hospital Serv- 
ice Plans is the isolation of the innate controlling 
facts of a Plan’s operation, which cannot be deter- 
mined by any casual observation of the thousands 
of transactions which together constitute the sum 
total of a Plan’s experience. ... 


“The records of information about participants 
which are kept by Hospital Service Plans serve 
two general purposes. The first is the performance 
of the day-to-day functions for which the plan 
was organized. Information such as_ patient’s 
name, address, and other facts of identification, 
his record of payments, and his utilization of hos- 
pital services are needed to conduct these activi- 
ties of the plan. The second is the analysis of why 
a Plan functions as it does, and what operating 
results may be expected in the future.... 


“With hospital service plans playing an impor- 
tant role in the distribution of health service to 
the public, it is their responsibility to use every 
means at their command to chart a course which 
will insure the continuation of public confidence, 
develop greater usefulness of plans to the public, 
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and contribute to the strength of the voluntary 
hospital system.” 

The report of the Committee on Hospital and 
Medical Relations, of which Dr. Paul Keller, Asso- 
ciated Hospital Service of New York, is chairman, 
states: “Because the attending physician directs 
the patient-subscriber to the hospital for admis- 
sion, and because the hospital alone can render 
the services outlined and guaranteed by the Plan, 
it is essential that there be mutual understanding 
and agreement in providing benefits set forth in 
the subscriber’s contract; otherwise, criticism of 
the plan and the institution in which the sub- 
scriber is hospitalized is inevitable. 

“Every subscriber has a right to expect the 
services which he feels he purchased at the time 
the contract was sold to him. In order to bring 
about complete satisfaction and prevent criticism, 
all who are in any way engaged in the provision 
of hospital services to the subscriber-patient, must 
have a thorough understanding of the services 
which are, and which are not, covered under the 
terms of his contract. 


“The working relationship between voluntary 
hospital service plans, participating hospitals, and 
practicing physicians of the community, is a basic 
factor in determining the usefulness and prac- 
ticability of voluntary hospitalization insurance. 

“Maximum community benefit from nonprofit 
hospital service plans can be realized only when 
this inter-relationship is based upon mutual con- 
fidence, understanding and friendly cooperation. 
The encouragement of such a relationship is a 
fundamental task of all hospital service plans. It 
is the foundation essential for their continued 
existence and expansion.” 


The Committee on Rural Development, Ray F. 
McCarthy, executive director, Group Hospital 
Service, St. Louis, chairman, reports: “The mere 
wish to increase membership has not been the 
motivation behind statewide development pro- 
grams. Aside from the admitted purpose of aiding 
in the distribution of existing health facilities, 
the approved nonprofit service plans are desirous 
of (a) fulfilling their obligation to participating 
hospitals and members by maintaining a sound 
financial position; (b) making a sincere effort to 
show that compulsory health insurance is un- 
necessary; and (c) effectuating this in the most 
economical way. 

_“Conceding immediate recognition to the indi- 
viduality of the hospitals, to their heritage of 
self-sacrifice and religious affiliation, the Commit- 
tee believes there should be developed in time a 
uniform low-cost plan—one that may provide a 
minimum of necessary hospital services and one 
that will not interfere with established customs 
of medical practice. Thus, such a plan would make 
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service available to the low-income and near- 
medical indigent people. Reciprocity among ap- 
proved plans would be facilitated, enabling many 
members to retain continuing protection.” 


Milestones 


Hospital Plan, Inc., with headquarters in Utica, 
New York, H. C. Stephenson, managing director, 
recently celebrated its fourth anniversary. A 
dinner, sponsored by the Utica Chamber of Com- 
mence, climaxed the celebration which included 
many window displays, a parade of ambulances 
and mobile safety equipment, open house recep- 
tions in many of the participating hospitals, etc. 
James C. Capps, president of the Chamber of 
Commerce, served as toastmaster ; the speakers of 
the evening included J. H. Torbett, John A. De- 
Camp, Mayor Vincent R. Corrou, Dr. F. M. Miller, 
Jr., and C. Rufus Rorem. 

A plaque was presented to the Plan by the citi- 
zens of the community in commemoration of the 
success of the Plan and the officers and directors 
who serve without pay. 

* * * 

In the six years of its operation, Associated 
Hospital Service of New York has paid $25,000,000 
for the hospitalization of its subscribers. 

* * * 

During the two years of operation, Associated 
Hospital Service of Maine paid $150,000 for hos- 
pitalization expenses of more than 20,000 days of 
care for its participants. 

* * * 

During the twenty-seven months of its exist- 
ence, Associated Hospital Service of Philadelphia 
has paid $1,794,871 for hospital care for 33,000 
subscribers. 

* * * 

Since its inauguration in 1933, Hospital Service 
Plan of New Jersey has paid $2,441,736 for the 
hospitalization of 39,991 participants, 69 per cent 
of whom were served in semi-private accommoda- 
tions. 

* ok * 

The fifth annual report of the Richmond Hospi- 
tal Service Association, M. Haskins Coleman, Jr., 
executive director, states that during the year 
1940, 4,524 participants were hospitalized for 
37,249 days for total payment to the hospitals of 
$247,008.36, which brings the total amount paid 
to hospitals since the beginning of the Plan in 
October, 1935, to approximately two-thirds of a 
million dollars. 

* * * 

The Hospital Service Association of Pittsburgh 
recently hospitalized its 45,000th patient since its 
organization in January, 1938. 

* * * 


After four years of operation, Associated Hos- 
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- pital Service of Capital District, Albany, New 
York, has paid hospitals $624,749 for hospitaliza- 
tion of 15,874 members. 


Legislation Relating to Hospital Service Plans 


Senate Bill No. 204, “an Act relating to mutual 
nonprofit hospital service corporations and pre- 
scribing the powers and duties of such corpora- 
tions, and providing for supervision. thereof by 
the commissioner of insurance,” has been intro- 
duced to the Legislature of the state of Kansas. 
This Bill is being sponsored by the Kansas Hospi- 


tal Association. 
1 * * 


A Regulatory Act for Group Hospitalization 
Plans was passed by the Minnesota Legislature 
and signed by the Governor on March 10, 1941. 
This Act, which gives official legal approval to 
the Minnesota Hospital Service Association, 
closely parallels the Wisconsin act and is compre- 
hensive enough to cover the needs of an organiza- 
tion which has had approximately eight years’ 
experience. 

ok a * 

The General Assembly of North Carolina en- 
acted Senate Bill No. 128, an Act to provide for 
and to regulate the incorporation of nonprofit 
hospital service corporations and to provide for 
the supervision and regulation of such corpora- 
tions by the state commissioner of insurance. 


Publications 


The “Directory of Nonprofit Hospital Service 
Plans,” issued by the Administrative Board of 
the Conference of Hospital Service Plans of the 
American Hospital Association, is now available 
for distribution according to the following policy: 
Each approved plan contributing to the support 
of the joint activities will receive, free, sufficient 
copies for each member hospital, for the employed 
staff, and for distribution to national accounts. 
The Directory will be provided at a regular price 
of $1.00 per copy to groups and individuals other 
than those mentioned above. 


Corrections 


The March issue carried an incorrect list of the 
officers of Northern Illinois Hospital Service, 
Inc., for the year 1941. The officers of the plan 
are as follows: L. E. Caster, president; H. A. 
Hillmer, vice-president; N. C. Bullock, M.D., vice- 
president; Alma B. Fringer, treasurer; and Ver- 
non T. Root, secretary. 

* * 

Minnesota Hospital Service Association, since 
its beginning in 1933, has furnished hospitai care 
to 111,654 participants for which it paid the hos- 
pitals $3,282,431.83. These figures were errone- 
ously stated in the March issue. 
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Meetings 


The sectional meetings of the American (ol- 
lege of Surgeons, held in Minneapolis, March 10- 
12; in Pittsburgh, March 17-19; in Salt Lake City, 
March 26-28, 1941, included conferences on group 
hospitalization. 


The Conference in Minneapolis was led by Ar- 
thur M. Calvin, executive director of the Minne- 
sota Hospital Service Association ; the discussants 
included Rev. L. B. Benson, superintendent, Be- 
thesda Hospital, St. Paul; Peter D. Ward, M.D., 
member of the Interim Hospital Service Plan Com- 
mission and superintendent of Charles T. Miller 
Hospital, St. Paul; Virginia M. Liebeler, Minne- 
sota Hospital Service Association, St. Paul; F. P. 
G. Lattner, executive director, Hospital Service, 
Inc., of Iowa, Des Moines; James McNee, Minne- 
sota Hospital Service Association, Duluth; Peter 
E. Klein, executive director, North Dakota Hospi- 
tal Service Association, Fargo; Leon R. Wheeler, 
executive director, Associated Hospital Service, 
Inc., Milwaukee; A. L. Crossin, executive director, 
Manitoba Hospital Service Association, Winnipeg; 
and C. Rufus Rorem, director, Commission on Hos- 
pital Service. 

The Pittsburgh Conference was under the di- 
rection of Abraham Oseroff, vice-president, Hos- 
pital Service Association of Pittsburgh; the col- 
laborators were J. R. Clemmons, M.D., director, 
Roosevelt Hospital, New York City; Donald C. 
Smelzer, M.D., director, Graduate Hospital, Phila- 
delphia; Chauncey L. Palmer, M.D., president, 
Medical Service Association of Pennsylvania, 
Pittsburgh; J. Douglas Colman, director, Asso- 
ciated Hospital Service of Baltimore; John A. Mc- 
Namara, director, Cleveland Hospital Service As- 
sociation; Carl M. Metzger, director, Hospital 
Service Corporation of Western New York, Buf- 
falo; and M. Haskins Coleman, director, Richmond 
Hospital Service Association. 


William S. McNary, executive director, Colo- 
rado Hospital Service Association, was the coordi- 
nator of open discussions at the Section Meeting 
in Salt Lake City. 

Papers from these meetings will be made avail- 
able for distribution to plan executives. 


Personnel 
Melvin M. Schwartz, formerly director of Pub- 
lic Relations and Membership at the Rochester 
Y. M. C. A., is now associated with the Rochester 
Hospital Service Corporation in the capacity of 
assistant to the managing director, Sherman D. 
Meech. 
* * * 
G. R. Hamilton, who has served the Colorado 
Hospital Service Association as a representative 
for two years, was named Enrollment Manager. 
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" Yes, even Soap 
/ is important 
in considering 
the Comfort 
of Patients! 





| PALMOLIVE—TO HELP MAKE PATIENTS FEEL “AT HOME” 


CASHMERE BOUQUET—TO DELIGHT WOMEN PATIENTS 





@ HERE IS A PARTICULAR FAVORITE with 


jvor!Te> @ PALMOLIVE, WORLD’S FAVORITE TOILET 


SOAP, will delight your patients with its gentle 
lather, its refreshing fragrance. Made with Olive 
and Palm Oils, it’s a top-quality soap—very likely 
the same soap your patients use at home. That’s 


women patients—a “luxury” touch that helps 
make hospitalization easier. Cashmere Bouquet’s 
rich, creamy lather... its fragrance ... leave a 
feeling of freshness and daintiness long after 













why it will help them feel less “strange.” use! And it’s a hard-milled, economical soap! 




















HIGH QUALITY—BUT NOT HIGH PRICED! 


@ In quality, Palmolive, Cashmere Bouquet and 
Colgate’s Floating Soap meet the highest hos- 
pital standards. In price, they come well within 
the closest budgets. Best evidence of these two 
statements is the fact that Colgate-Palmolive-Peet 
soaps are used in so many thousands of hospitals 
from coast to coast! 


COLGATE’S FLOATING SOAP—FOR ECONOMY WITH TOP QUALITY 





Ask your C.P.P. man for prices on the sizes 
you need. Or if you prefer, write us direct. 


COLGATE-PALMOLIVE-PEET CO. 


INDUSTRIAL 


® COLGATE’S FAMOUS FLOATING SOAP is 
pure, white and unsurpassed in quality. It gives a 
rich, abundant lather in either hot or cold water. 
it is pleasantly fragrant, wonderfully gentle to the 
skin. It’s a satisfying soap that your patients will 
enjoy. Easy on your budget, too! 











——— DEPT. JERSEY CITY, N. J. 
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Price Trend of Hospital Commodities 


McGill Commodity Service, Inc., Auburndale, Massachusetts 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 


ing to cope with a national emergency, a 

foundation has been solidified which sup- 
ports from many angles the most idealistic out- 
look for production, consumption, employment 
and purchasing power ever known. At least two 
years of maximum output with a constantly in- 
creasing volume reflecting additional producing 
capacity will be needed to make a real dent in the 
defense program. The Federal Reserve Board’s 
Index portraying industrial production is esti- 
mated at a new high of 141 for the month of 
March. Progress toward new peaks over the 
course of the next few months will be slow, but 
we do not hesitate to predict that the Index dur- 
ing the closing half of the current year will fluc- 
tuate between a minimum of 150 and a maximum 
of 155. Seasonal characteristics no longer carry 
important weight. 


D: to artificial forces, largely deficit spend- 


It is hardly necessary to dwell in detail on the 
status of each individual major industry. Whether 
it be metals, textiles, building, automotive or what 
not, the situation may be summed up in the state- 
ment that new business is equaling if not exceed- 
ing actual output, and hence, all lines will carry 
an abnormally large backlog of unfilled orders 
throughout the year and into 1942. However, 
none of the customary benefits from unprece- 
dented industrial activity are or will be in evi- 
dence. 


Not so many years ago the period of great 
activity from 1923-29 was popularly referred to 
as the Era of Profitless Prosperity. However, the 
truth of the matter is that the opportunity for 
profit two decades ago was exceptional as com- 
pared with the prospect for the era directly ahead. 
Taxes will take much more of the earnings of 
industry with the result that average corporate 
earnings for 1941 will do well to equal the level 
noted in 1940. Furthermore, there is no alter- 
native other than a material broadening in taxa- 
tion from new as well as old sources. In the final 
analysis, the defense program must be paid for, 
and ultimately deficit spending must end. The 
point is that greater sacrifices must be made, and 
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rather than to let the burden of forthcoming tax- 
ation come as a shock, it is best now to be ready 
to “pay through the nose.” 


In view of actual and prospective price control, 
it is only reasonable that we should eliminate 
from our minds any thought concerning a return 
of inflationary characteristics during the balance 
of 1941. It should be remembered, however, that 
the longer the war lasts and the greater the pres- 
sure created by the National Defense Program, 
the more difficulty will be experienced in main- 
taining price control. Prices have strengthened 
in recent weeks due chiefly to higher prices for 
commodities of foreign origin. Spreading of 
warfare, shortage of shipping space, the neces- 
sity for shipping priorities, particularly in the 
Far East, and mounting insurance rates indicate 
two things: First, there is no assurance that im- 
ports from now on will equal the high volume 
chronicled in 1940, and second, the underlying 
price trend of commodities of foregn origin is 
subject to strength rather than weakness. 


Another important point is that the Lend-Lease 
Bill opens the road for a material increase in ex- 
portation not only of war equipment, but also 
agricultural products. This cannot help but aid 
materially from a long-range standpoint in alle- 
viating the unbalanced statistical position of food- 
stuffs, and equally important, will have a profound 
effect upon public sentiment and psychology. 
Meanwhile, under the stress of an unprecedented 
industrial boom and a shortage of skilled labor, 
the underlying trend of producing costs is ines- 
capably upward. Nothing has been noted which 
warrants any change in our position that the 
underlying trend of commodity prices in general 
is destined to move gradually yet definitely during 
the life of the war. Therefore, there is no alter- 
native other than to maintain a protective pur- 
chasing policy, at the same time working in C0- 
operation with Government agencies. The fact 
that commodity prices today are basically low 18 
sufficient reason for keeping funds invested 
tangible goods. 
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*INGLUGING ” 0 F F M A N- 
LAUNDRY EQUIPMENT | 
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Dedicated June 8, 1940—ready for occupancy June 17th, superintendents, architects and consultants in rapidly in- 
1940—the Marion Sims Memorial Hospital is strictly creasing numbers are discovering in U. S. HOFFMAN 
up-to-date in construction and appointments, including, of an alert organization of skilled technicians well qualified 
course—U. S. HOFFMAN laundry equipment. Hospital to serve the institutional field. 


CALL HOFFMAN FOR UP-TO-THE-MINUTE LAUNDRY EQUIPMENT 
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COMPLETE LAUNDRY EQUIPMENT SERVICE FOR THE INSTITUTION 
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Before solutions are shipped, 


their sterility and non-pyrogenic 
qualities must be proved 
by 21 rigid inspections and tests 
—chemical, bacteriological, and 
biological (with laboratory animals) 
requiring 7 days to complete. 


BLOOD TRANSFUSIONS 








Products of BAXTER LABORATORIES 
Glenview, Ill.; College Point, N. Y.; Glendale, Cal.; 
Toronto, Canada; London, England 


Produced and distributed in the 
Eleven Western States by 
DON BAXTER, INC., Glendale, Cal. 


Distributed East of the Rockies by 


AMERICAN HOSPITAL SUPPLY 
CHICAGO CORPORATION NEW YORK 








All Commodities 


Talk about price control is again on the incre:se. 
To date prices have held in line in a remarkable 
manner due to the fact of Government interyen- 
tion. The McGill Index of All Commodities now 
stands only 20 per cent above the level in effect 
just prior to the outbreak of the war in Septem- 
ber, 1939. Prices still stand 13 per cent under 
the peak in 1937, and 23 per cent below the base 
year 1926. The increase in prices is about in 
alignment with the status noted in Canada, as the 
Dominion Bureau of Statistics’ Index shows only 
a 17 per cent advance from the level reached 
directly before the war began. Abnormal price 
strength in any given commodity is considered 
unpatriotic and the price control plans inagurated 
in recent months have successfully coped so far 
with an extremely difficult problem. As the real 
test lies ahead, plan on a spreading of price con- 
trols, but at the same time do not overlook the 
point that the control system is in the early stages 
of experimentation and is yet to be proven a 
definite success. 


In the final analysis, economic laws are subject 
to temporary manipulation but cannot be com- 
pletely controlled. As an illustration, labor is now 
in the strongest position ever known. With 
business booming and earnings increasing, labor 
is naturally anxious to obtain a higher return. 
The underlying trend of wage rates is upward. 
This is the basis for higher prices for finished 
goods. Next in turn is an inevitable increase in 
the cost of living which brings further demand 
for wage increases. This sequence is now in evi- 
dence, and while not necessarily an indicator of 
the vicious inflationary spiral, yet clearly points 
to higher price levels irrespective of the most 
efficient control system. 


Drugs and Chemicals 
For three consecutive months prices have in- 


creased, reflecting primarily higher quotations . 


for quicksilver, which is currently quoted at 
$177.50 as compared with a low of $163.00 during 
January. In January and February in these col- 
umns we emphasized the bullish aspects and 
anticipated a higher price level. Latest data 
show that production of mercury has declined 
from the peaks reached around the turn of the 
year. In view of the exceptionally strong statis- 
tical position and the importance of this com- 
modity in rearmament, prices are destined to 
remain on a firm-to-strong basis. 


Paper Products 


While no change occurred in the price index 
for the different types of paper, the basic fact 
remains that the entire paper market is slowly 
yet steadily working into a much stronger posi- 
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tion. Increased production is rapidly entering 
consuming channels and the underlying trend of 
new orders is upward. Producing costs will show 
little change during the near term, but economi- 
cally and statistically a foundation is being solid- 
ified which strongly indicates price stability fol- 
lowed by moderate revisions upward by the 
mid-year point. 
Cotton Goods 


Prices have again strengthened, reflecting 
higher levels for the raw materials and a contin- 
uation of abnormally heavy demand. The higher 
price level of raw cotton will probably bring some 
further increases in quotations for cotton goods. 
Because of the defense program and the high 
rate of consumer income, a continued heavy de- 
mand is anticipated for many months to come. 
Backlogs of orders assure near-capacity produc- 
tion through most of the summer. It is advisable 
to maintain a protective purchasing policy. 


Fuels 


The Index increased sharply during the past 
month, principally due to higher prices for bitu- 
minous coal. Consumer stocks are now at rela- 
tively heavy levels, but supplies held by shippers 
are unusually low. There now seems to be a 
definite possibility of a rather strong fight on the 
part of the mine unions on April 1 to gain accept- 
ance of their ideas. The union will demand higher 
wages, shorter hours, improved working condi- 
tions, adjustment of differentials between various 
regions, and the establishment of the principle 
of vacations with pay. With production under 
the National Defense Program increasing each 
month, the possibility of shortages of adequate 
transportation should not be minimized. In 
regard to heating fuels, prices have recently been 
under pressure due to reduced demand along sea- 
sonal lines. Lower prices are indicated by the 
spring period. The gasoline market has worked 
into a materially stronger position and current 
stocks are lower than a year earlier, while actual 
consumption is considerably higher. The outlook 
favors higher prices during the spring and sum- 
mer, 


Groceries 


Here again, the Index registered important 
price strength. A check-up reveals higher price 
levels for cocoa, coffee, cottonseed oil, sugar, flour 
and lard. Incidentally, the index of commodity 
futures recently reached new high levels for the 
year. Speculative interest is more pronounced 
Which is due to an improvement in public senti- 
mei't, as a result of the passing of the Lend-Lease 
bill Fundamentally, prices of staple groceries 
are relatively low, and therefore it is advisable 
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The Tomac Silver Set 
Pure silver, on a solid 18% nickel silver base—that’s 
what gives this set its remarkable wearing qualities. 
It will stand the hardest hospital usage year after year 
(some sets are in service over 25 years) and still stay 
beautiful. 

The graceful classic lines, and rich satin finish will 
harmonize with any design. The open inner spout in 
pot, and the rounded bottoms, free from cracks and 
crevices, make it easy to keep clean and sanitary. 
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McGILL MONTHLY PRICE INDEX FOR HOSPITALS 


1926 = 100 

Mar. Mar. Mar. Mar. Mar. Mar. Mar. Mar. Feb. Mar. 

1933 1984 1985 1986 1987 1988 1989 1940 1941 1941 
ALL COMMODITIES... ..c0ccnccsiecs 45.9 63.2 72.1 18.2 85.4 72.7 69.1 70.6 75.6 76.6 
Droge and Whemicals: :..... 6.36 be ccs. 71.4 75.0 73.3 71.4 70.3 68.1 70.4 81.0 78.5 79.3 
EE OSS ET ©, eR 69.5 77.0 81.2 80.5 92.2 95.1 90.5 92.4 97.1 97.1 
SOMITE 2. co" os  o.0-g gobs Gla ieia ia Sc ee 43.3 89.0 85.7 13.3 99.8 69.9 71.6 78.3 87.8 88.6 
PRIME I UOEBINOD 6055.5 shcis'g-cmie obs iss sare 65.1 82.8 83.3 79.1 84.1 70.4 68.8 74.3 74.3 74.3 
MRED eI i Ch a ga che Malice ora re tiers ere 49.7 76.5 74.3 Wad 88.5 89.0 81.3 101.1 94.4 97.8 
IN say Cree Pin nce Mahe ena tata 41.4 56.4 73.1 66.7 87.5 60.6 52.3 55.8 55.1 58.9 
EE yng ha haste Biss hingie'd staeie olerae os 46.9 56.1 82.6 79.4 89.7 15.4 17.4 76.1 91.7 86.1 
PI I Gt Sas ow’ ig BARS Wordle pRSIeSI 78.2 89.9 12.3 65.2 80.6 52.1 60.2 52.0 56.9 58.8 
SRBROUSVRPGLBBICS: «5nd vce cee weeee sc 76.0 102.0 93.3 85.9 81.3 75.0 66.2 65.6 66.3 70.2 
ONAN EEIR N20 gt. 5 eat eran Seba 59.7 of Pal | 79.3 71.6 75.9 80.2 68.0 67.3 64.7 66.3 
SER OOD. ose Sag doae keen aie cwe 46.3 56.6 67.5 68.7 76.5 63.1 59.4 63.2 72.0 122 





to maintain a protective purchasing policy. The 
point is, there is still considerable room for price 
improvement. 


Dairy Products 


Prices have held on a fairly stable basis in re- 
cent weeks and no important change is in pros- 
pect during the near term. Dairy products are 
extremely sensitive to seasonal characteristics. 
Within a short time the production of butter will 
expand rapidly, which will pave the way for an 
extensive increase in cold storage holdings. Inci- 
dentally, output this year has reached new all- 
time peaks for this particular period, and due to 
the increase in the number of milk cows on the 
farms, the stage is set for new records in output 
which will tax improved consumer demand. Prices 
will be under pressure during the spring period. 
The same is true in the case of cheese. Cold 
storage holdings now stand substantially below 
the average of the past five years. Production is 
on the eve of a broad expansion and stocks will 
not reach a seasonal peak until next October. It 
is customary to witness price weakness during 
the spring period, and this year should not preve 
an exception. Egg prices are low, but here again, 
increasing output as the spring period opens up 


more than offsets increased summer demand. 
Prices will remain depressed over the course of 
the next two months. 


Miscellaneous 


Any change in the price trend of canned foods 
such as vegetables and fruits, strongly favors the 
up side. It is of interest to know that the index 
for both increased during the past month. Higher 
quotations are noted for canned tomatoes and 
corn, while canned peaches led the upswing in 
the canned fruit field. Large stocks of canned 
goods will be shipped abroad over the course of 
the next year. Potato prices are still in a fairly 
attractive buying zone, but abnormally heavy 
supplies and the rapid approach of a new produc- 
ing season will work against any marked upswing 
from current levels. Meat prices have weakened 
largely due to concessions in pork, beef, and lamb. 
Due to widespread employment and purchasing 
power, there is every indication of a relatively 
high price level for dressed meats throughout the 
current year. In summary, commodity prices are 
showing more life than has been the case in many 
months. As stated at the outset, economic con- 
ditions are working aggressively for higher 
commodity markets in general. 





Automatic Electric Blanket 


The General Electric Company has recently an- 
nounced an automatic electric blanket in which 
the heat is automaticaly controlled by a thermo- 
stat at any temperature for which it is set. It is 
wired for ten volt current and equipped with a 
transformer to be attached to any existing 110 
volt A.C. current. 


The blanket is made of deeply napped wool and 
weighs but five pounds. Its overall size is 72 x 86 


inches, and it may be secured in any of five dif- 
ferent colors. 
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First Latin-American Congress for 
Plastic Surgery 


The first Latin-American Congress for Plastic 
Surgery will be held in Rio de Janeiro and S. 
Paulo, Brazil, from July sixth to the twelfth, 1941, 
under the presidency of Professor Antonio 
Prudente. 

ssid 


American Physiotherapy Associatoin 


The American Physiotherapy Association will 
hold its Twentieth Annual Convention at Asilomar, 
California, from July 13 to July 18. 
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With CUTTER Solutions in 


Safe solutions 
to begin with... and 
safer in use because of 
the Saftiflask’s complete 
simplicity. Just plug-in 


your injection tubing! 


Safti flasks. 


rabbits, not your patients, chance reactions! 


RECENT published report 

quotes an executive of a 
hospital preparing its own solu- 
tions: “In the event of any 
reaction, the nurse reports the 
number of the bottle so that 
we can more accurately check 
the possibility of unclean equip- 
ment, etc.” 

The time to check the possi- 
bility of “unclean” apparatus, 
equipment failure or human 
error, is before reactions have 
occurred. 

At Cutter’s, random flasks of 
solutions from each lot are test- 
ed, chemically, physiologically, 


CUTTER Laboratories 


BERKELEY - CHICAGO - NEW YORK 


_. Seattle - 


Los Angeles - New Orleans « 


Ft. Worth - San Antonio + Denver 


One of America's oldest biological laboratories 
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bacteriologically—by a staff that 
is wholly divorced from pro- 
duction. It is proven safe before 
administration, 

Such tests on solutions pre- 
pared in a hospital would alone 
cost far more than ready-to-use 
Cutter Solutions in Saftiflasks. 
Prescribe dextrose, saline and 
other solutions “in Saftiflasks.” 


Se 
In Cutter Saftiflasks, too 
Human Serum and 
Human Plasma 
from healthy white 
registered donors 


A “blood bank” for every 
hospital. No typing or cross- 
matching required. Simply 
remove cap, insert connect- 
ing tube and start injection. 
In 250 c.c. Saftiflasks and 


50 c. c. bottles. 
nail 
































THE ROOT OF CREATION is an 
idea. When Frank A. Hall & Sons got 
the idea of a portable fracture stand 
they created one that can be used on 
any bed anywhere. It has a fitted 
box for storage when not in use. It 
can be rigged and moved easily and, 
as usual with Hall, is made of the 
best materials. 


A SIMPLE, safe, and completely 
closed method for preparing plasma 
and serum is now offered by the new 
Baxter Centri-Vac and Baxter Plasma- 
Vac vacuum containers. The Baxter 
Centri-Vac, because of its tall cylin- 
drical shape and small diameter, has 
proved to be a most satisfactory con- 
tainer for the preparation of plasma 
by sedimentation. This shape makes 
it also ideal for the preparation of 
plasma or serum by centrifugation—a 
method preferred by many because of 
its maximum yield, availability for 
emergencies and optimum clarity. The 
technique is simple. You know that 
Baxter equipment is distributed East 
of Rockies by American Hospital Sup- 
ply Corporation of Chicago and New 
York; and on Pacific Coast by Don 
Baxter, Inc., Glendale, California. 


> + 


HERE IS A CASE where an ex- 
isting need inspired a manufacturer 
to invent a product which is most 
valuable in transfusions. Cutter 
Laboratories announce their new Saf- 
tivalve Transfusion Outfit. It is an 
ingenious application of the hose 
clamp giving the technician easy con- 
trol of the rate of flow. 


- = 


A NEW INSTRUMENT, the in- 
vention of M. W. Levernier of Hunt- 
ington Laboratories, well known to 
hospital people, has just made its 
bow. It is a wall-type, foot-pedal soap 
dispenser which operates entirely by 
hydraulic power. It is permanently 
guaranteed. 


> + 


IF YOU VISUALIZE the back- 
ground which the new catalog issued 
by American Laundry Machinery 
Company serves, you would see hun- 
dreds of small hospitals each with 
laundry problems. The new catalog 
shows how four machines can equip 
a complete laundry, occupying no 


more space than the average private 
room. 
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THE APRIL ISSUE of the Amer- 
ican Journal of Nursing is replete 
with material showing the impact of 
the National Defense Program on 
nursing and nursing education. 
Studies of vital importance about the 
rapidly changing conditions in nurs- 
ing service will add to your knowledge 
and stimulate active discussion. 


- = 


REPORTS PERSIST that there is 
a shortage of personnel in our hos- 
pitals, and Aznoe’s, pioneers in their 
field, are tackling the problem like ex- 
perts over a game of chess. 


- + 


THE GREAT INTEREST these 
days in equipment which makes an 
operating room explosion proof draws 
attention to the way American Ster- 
ilizer Company has solved the prob- 
lem with their thirty-six inch Major 
Luminaire surgical light. It delivers 
3,000-foot candles in a surgical field 
twelve inches in diameter. 


- = 


TO COOPERATE most effectively 
with the modern technique of the de- 
livery room now comes Scanlan-Mor- 
ris Company with a new delivery and 
obstetrical operating table. It is ex- 
tremely compact, requires minimum 
floor space, easily controlled and can 
be adjusted to all positions without 
disturbing anesthetist or patient. 


o- s+ 


OFF THE PRESS will soon come a 
new book, “Manual for Medical Rec- 
ord Librarians,” C. L. Neu of Physi- 
cians’ Record Company tells us. It 
was written by Edna K. Huffman, 
director of the School for Records 
Librarians at Grant Hospital, Chi- 
cago. Dr. Malcolm T. MacEachern 
has written the foreword. Indications 
are that this book will receive a big 
welcome. 


- => 


A SUPERINTENDENT remarked 
not long ago that when he smelled a 
strong disinfectant he immediately 
looked for a lack of cleanliness. Now 
Vestal Chemical Company comes 
along with Staph-Ene, “The Modern 
Disinfectant.” They say it is nine 
times stronger than pure carbolic acid 
and recommend it for instruments, 
sick room receptacles, etc. It is a ger- 
micide which leaves no odor. 
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‘Too offen we forget that genius depends upon 
the data within its reach, that even Arc|)- 


imedes could not have devised Edison’s inven- 


IF YOU WANT to see an unusual 
example of the way motion pictures 
can be adapted to educational use in 
an industry, manage to see General 
Electric X-Ray Company’s new film. 
You will get a comprehensive picture 
of the origins of x-ray work and the 
great strides being made. 


-+ 


ISSUED RECENTLY by the Re- 
search Department of the Hospital 
Bureau of Standards and Supplies are 
reports on automotive equipment, 
cellulose, and clinical thermometers. 
These reports cover the ground quite 
thoroughly. For instance, the report 
on clinical thermometers involved a 
test of 344 thermometers representing 
seventeen brands actually used in 
thirty-three hospitals. 


- + 


COMPARE THE modern motor car 
with a Model “T” and you will get 
some idea of how the new American 
Perfected Iron Lung rates, when com- 
pared with the familiar iron lung, ac- 
cording to American Hospital Supply 
Corporation’s recent announcement. 
The hinged tank, which opens the en- 
tire length of the bed, is but one of 
the many entirely new and exclusive 
features that add to the patient’s 
comfort, and simplify nursing care. 
Streamlined; functional design, soft 
green enamel and gleaming chromium, 
have done much to banish the usual 
fearsome, boiler-like appearance of 
iron lungs. It is quiet and smooth in 
operation, free from vibration. It has 
a five-year mechanical guarantee. 


~~ 


THE MORE desirable prospective 
openings are kept secret by employ- 
ers, Miss Larson of The Medical Bu- 
reau tells us. That is because employ- 
ers want to save the time consumed in 
correspondence and interviews with 
applicants not fully qualified. The 
Medical Bureau, with permission of 
applicants registered with them, sends 
the credentials of candidates whom 
they know will meet the requirements. 
For this reason some of the best open- 
ings are never advertised. 


o-s 


“There is no man that imparteth 
his joys to his friends but he 
rejoiceth the more.” 
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HOSPITAL CASTERS 


This revolutionary new non-static caster by Faultless 
promises increased safety in hospital operating 
rooms without sacrificing any of the other desirable 
properties of rubber composition wheels, such as 
quietness, long life, etc. Other physical properties 
such as abrasion resistance, tensile strength and 
aging are not altered, because Condux wheels are 
made of a homogeneous composition with conduc- 
tive properties—not merely ordinary rubber with 
embedded copper screen. In developing these non- 
static hospital casters, Faultless is performing in 
traditional manner—always first with the latest... 
always endeavoring to provide better equipment 
for specific uses. Write for your copy of our new 
Condux Caster Catalog. 
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on the basis of- “We’ll get cooperation if we 
have to fight for it.” If you have to fight for 
it, the result is always non-cooperation between 
individuals. To say the least, it means treading 
entirely separate ways. Between nations it means 
the present status of conquered France. If you 
find yourself fighting for cooperation, trying to 
force some other department head to cooperate, 
one or the other of you may as well quit. For 
cooperation means only what it says—co-operation 
or operation together, to secure a result com- 
monly desired by each of you for each of your 
departments: So let us examine some of the 
means other than force to secure cooperation be- 
tween housekeeping and other departments; and 
since I am particularly interested in nursing 
supervision, cooperation between housekeeping 
and the nursing departments will absorb most of 
my attention. 





Fo: too many of our efforts to cooperate are 


Mutual Understanding 


Cooperation cannot exist without mutual under- 
standing. Therefore I should say that daily con- 
ferences between the director of nurses or any 
other department head and the executive house- 
keeper are absolutely necessary. These confer- 
ences may be at a regularly scheduled time and 
place or may be on call. They may even be held 
over the telephone in some instances. Because 
regularly scheduled conferences are apt to develop 
into a deadly routine, we prefer a call conference. 
At this time we may have some one subject of 
immediate importance for discussion; we may 
have a dozen problems which two heads may 
solve better than one. After all, the director of 
nurses is supposed to be an expert in nursing— 
the executive housekeeper is supposed to be an 
expert in housekeeping. By using the combined 
knowledge of these two experts we should get as 
the result the ultimate aim of hospitalization, 
which is the best care of the patient. 


In a year’s time we talk about hundreds of 
things that go into the operation and cleanliness 
and decoration of the hospital. We talk about 
sheets and pillows and beds and mattresses. We 
talk about floors and floor surfaces and floor 





Presented at the Convention of the Association of Western 
Hospitals, March, 1941, San Francisco. 
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Cooperation Between Housekeeping Department 
and Other Hospital Departments 


SALLY HEITMAN, R.N. 
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coverings and the best time to wax a floor, from 
the standpoint of the nursing routine. We talk 
about lights and heat and fans. We may discuss 
the late delivery of linen to a nursing unit or the 
fact that one of the departments is using too 
much linen or sending stained sheets to the 
laundry. We get to the bottom of these problems 
and in almost every instance the problem is 
eliminated. 


For example, the other day we wanted to pre- 
pare a new linoleum floor for a special service. 
The engineer, under whose direction the linoleum 
had been laid, recommended lacquering; the pur- 
chasing agent specified a new finish designed 
to take hard usage; the executive housekeeper 
wanted a wax finish. We consulted the manufac- 
turer of the linoleum and he settled the question 
by specifying a wax finish. So you see, our expert 
in housekeeping was right. 


Another instance in which the housekeeping 
department cooperated with the nursing depart- 
ment was brought about by complaints from the 
nursing units regarding the service in the central 
supply room. Two days a week only one person 
was on duty there and when she took the supplies 
to surgery to be autoclaved the department was 
closed. Because of geographic factors, this took 
from 10 to 15 minutes. In the meantime the doc- 
tors were making rounds and ordering certain 
treatments that they wished to do immediately. 
When the floor nurse reached central supply she 
found it closed—she had to wait, the doctor had 
to wait, the patient had to wait, and no one was 
happy. This problem was taken up with the 
executive housekeeper and porter service was 
provided for those particular days. Now everyone 


is happy. 


Cooperation—operation by working together 
between our nursing department and our house- 
keeping department is not a theory; it is a fact 
and it does work. 
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4 UG L U T I oO N The CONNECTACALL system of two-way com- 
munication between nurse and patient, for ex- 


ample, literally enables one nurse to do the work of 


Time and step-saving intercommunicating two; minor errands may be turned over to orderlies; 
and signalling systems are essential — not many calls which would normally require a trip to 
only to cope with unusual needs of the the bedside can be handled simply by talking to the 
present and immediate future, but as a patient. Optional ‘‘silent supervision’’ enables the 
practical permanent answer to the need nurse to ‘‘make the rounds,’’ detecting the slightest 
for greater efficiency and the best possible disturbance, irregular breathing or other sound, all 
care of patients. without leaving her station. 


The CONNECTACALL system can be installed in existing 
hospitals. Write for information about Connecticut’s FREE 
Advisory Planning Service. It can point out many means of 
modernizing communications and signalling systems to 
create improved efficiency, often within maintenance budgets. 
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Procedure Books 


Our housekeeping department is ever ready to 
bring to us every problem which even remotely 
touches nursing procedures and we in turn take 
to her our housekeeping problems. Neither of us 
tries to solve the problems of the other’s depart- 
ment, but each of us is ever ready to give the 
assistance of our department to working out the 
best solutions for the other’s procedure. All this 
may sound as if a lot of time were devoted to 
conferences, but such is not the case; if once a 
decision is made it is not rehashed until new 
conditions make new procedures necessary. We 
have found that procedure books, which allow 
instant revision both for nursing and housekeep- 
ing departments, obviate the necessity for. re- 
peated conferences about the same subject—also 
they prevent misunderstandings and buck-passing, 
and buck-passing, so frequently the underlying 


cause of non-cooperation between departments, 


just does not exist. We accept our own responsi- 
bilities because we each know what our responsi- 
bilities are. 


One of the responsibilities of the director of 
nurses is to create the attitude of the all seeing 
eye in the student and. graduate staff. This 
should include all graduates from supervisors to 
staff nurses to private duty nurses. It means all 
the difference between perfectly appointed rooms 
and corridors and a unit in need of many repairs, 
a drawer pull off, a broken light fixture, and gen- 
eral untidiness and disrepair everywhere. 


One of the major problems all executive house- 
keepers must face is the hoarding of housekeep- 
ing linens and supplies. Of course each one will 
have developed her own system of requisi- 
tion and disbursement, but she must depend upon 
the department of nursing to make her methods 
work so that an adequate but not an over-supply 
of linens and materials is always on hand. May 
I stress this fact—that if an adequate supply is 
always on hand, the incentive for hoarding is 
removed and the tendency to requisition an over- 
supply is lessened. 


Prompt Action 


Prompt action is one of the first principles of 
cooperation. If the nursing department head re- 
quests or requisitions materials, supplies, or ser- 
vices from the housekeeping department, it is un- 
derstood that these are necessary; yet if the 
supplies remain undelivered or the work not done, 
cooperation flies out the window. The final result 
is that everyone ceases to try to keep materials 
on hand, or buildings, rooms and equipment in 
order. A feeling of apathy develops toward keep- 
ing up a unit. One can say with justice, “Why 
requisition—nothing is ever done about it?” “Do 
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it now” is an excellent motto in creating coope: i- 
tion—“I will take care of it” are sweet words 0 
my ears when I have taken a problem to tie 
executive housekeeper. 


We can also cooperate to create new and betier 
ways of doing things. Too often in institutioia] 
management a routine develops which is deadly as 
far as progressive improvement is concerned. \Ve 
find a good way of washing walls and we go on 
doing it that way for years in spite of the fact 
that Miss Jones of Good Housekeeping Hospital 
has found a better way to do the job in half the 
time with less costly materials. Even if we do 
appropriate Miss Jones’ idea, we never develop any 
of our own to give her in fair trade. 


Working for Better Methods of Procedures 


My main point is, that nurses and executive 
housekeepers can cooperate to find new and better 
ways of getting out work; new, and better, and 
less costly materials to use in the care of our 
patients. But do not be radical in this respect; 
do not spend so much time in wild experimenting 
that your regular work suffers. After all, the 
Federal Bureau of Standards has developed a set 
of standardized specifications particularly adapted 
to hospitals which may be used to advantage. We 
do not hesitate to call in our engineer, our car- 
penter, maintenance man, painter and even our 
vendor of special equipment to show both of us 
how we can cooperate in serving the mutual re- 
quirements of our work. 


Another step toward mutual understanding is 
to make it a practice to consult those who work 
with equipment and supplies when a change is 
contemplated. They can offer many helpful sug- 
gestions and will often keep all of us from buying 
a fancy gadget from a high pressure salesman 
who has no idea what hospital housekeeping en- 
tails. 

Training Subsidiary Workers 


The last point which I wish to make is, that the 
executive housekeeper and the nursing executives 
must cooperate in the Preparedness for Defense 
emergency in the training of subsidiary workers. 
It is neither a housekeeping job or a nursing job 
alone—it is both. 


Subsidiary workers will be needed to take up 
the slack left if, and when the nursing load be- 
comes too heavy for those left in the hospital. 
Many nurses are going to be called into the Gov- 
ernment services and subsidiary workers may be 
needed to achieve the main objective of the hos- 
pital. The patient must receive adequate care. 


All I have tried to say in reference to coopera- 
tion of the housekeeping department with other 
departments is that we can and do cooperate. 
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@ The establishment of Habit Time for bowel movement may be 
aided by the use of Petrolagar Plain. 

As part of a complete program for treatment of constipation, 
Petrolagar contributes to the restoration of normal bowel move- 
ment by softening fecal mass. 

Petrolagar induces comfortable evacuation which tends to en- 


courage the development of a regular “HABIT TIME.” 
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*Petrolagar—The trademark of Petrolagar Laboratories, Inc., 
brand emulsion of mineral oil . . . Liquid petrolatum 65 cc. 
emulsified with 0.4 gm. agar in menstruum to make 100 ce. 
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Petrolagar Laboratories, Inc. ¢ 8134 McCormick Boulevard ¢ Chicago, Illinois 
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The War and Sterilizers 


PAUL L. BURROUGHS 


“process by which all micro-organisms, both 

disease-producing and non-disease produc- 
ing, are killed.” This statement exemplifies a 
fundamental principle underlying all hospital en- 
deavor. It is reason enough for us to give con- 
structive thought to the purchase of sterilizing 
equipment. This article will be devoted to a dis- 
cussion of this problem in the light of present-day 
conditions. 


GS soreces by wh has been defined as the 


Does the reader have a need for any type of 
sterilizing equipment at this time? If so, perhaps 
the need is felt immediately or perhaps definite 
plans have been made for the future. It may even 
be an idea that is vaguely taking shape in a desire 
for information relative to type, size, kind or cost 
to be dovetailed into some future plan. The pur- 
chase of a single unit such as a small instrument 
sterilizer is one kind of problem which might be 
solved without too much difficulty, but suppose 
your problem were one that involved the purchase 
of a large and complicated group composed of 
utensil sterilizers, pressure and non-pressure in- 
strument sterilizers and water sterilizers. This 
is quite another problem and one that requires 
considerable analysis before the order may be 
placed. 


In normal times there is little doubt but that 
our manufacturing facilities are adequate to sup- 
ply the needs of all private hospitals plus those 
of the Government. Even in these cases, how- 
ever, it should be remembered that it takes from 
thirty to forty-five days to assemble an ordinary 
hospital sterilizer such as the single unit used by 
practically all of us. It should be remembered in 
this connection that the swing of the door, the 
method of heating, and numerous other minor 
details must be known by the sterilizer manufac- 
turer before he can proceed with his job. He has, 
of course, a heavy stock of machine parts and 
bodies such as pressure and non-pressure shells 
and tanks, electrical parts, piping, steam traps, 
thermometers, copper and cold-rolled brass sheets 
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and many other items. We should remember that 
the manufacturer must, of necessity, rely on 
others for many of these items. His production 
therefore, is limited to the ability of those com- 
panies upon whom he relies to get his materials 
since almost all of these companies are specialists 
in their respective fields and they, too, may be 
faced with difficulties of the same kind. No job can 
be started by the sterilizer manufacturer until 
all of the blue-prints of the installation are in his 
hands. This, of course, excludes a few of the 
standard production items. Remember, too, that 
there are literally hundreds of possible combina- 
tions in a battery of sterilizers. These are a few 
of the factors which influence the production of 
sterilizers in normal times. It can be inferred 
from the above that it takes time under all favor- 
able circumstances to produce any given set of 
sterilizers requested by a hospital. 


Priorities 


But these are not normal times, they are ab- 
normal. The troublesome details of construction 
are magnified many times by the urgent needs of 
our Defense Program. The defense needs them- 
selves must be met by expanded production on 
the part of all concerns manufacturing sterilizing 
equipment as well as other lines of endeavor. 
Priorities have come into being. Bottle-necks 
have developed in some commodities. The ster- 
ilizer manufacturer must, as usual, rely on others 
for many things. This was pointed out above. 
They have access to priority rating as they may 
apply to Army and Navy orders, as well as the 
orders that may be placed in accordance with the 
current Lend-Lease Bill. 


The reader should be reminded that none of the 
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There’s Personality in Aznoe’s Service 


Undoubtedly you have had transactions with others in which they dis- 
played no personal interest aside from the profit angle. One thing sure, 
you will not have that sort of feeling when you do business with 
Aznoe’s. We want our clients to sense the sincere interest we have in 
their welfare at all times. We wish it were possible to meet every one 
of them personally so that they might know us, too. 


Aznoe’s deal in “job happiness.” We do more 
than simply find you a position with a good 
salary . . . we strive to place you in the location 
you prefer (anywhere in the whole U. S. A.) 
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and where your individuality is most apt to HOSPITAL 
“click” with your employer and fellow workers. | ADMINISTRATORS 
Our insistence upon highest vocational standards ACCREDITED 
. * GRADUATE NURSES 
—plus our regard for the personality factors—is DIETITIANS 
equally pleasing to employer and empleyee. You PHYSICIANS 
may enjoy Aznoe’s service NOW—without inter- LABORATORY AND 
ference with your present connection. X-RAY TECHNICIANS 
PHARMACISTS 
PHYSICAL 
You can’t afford to “stand still’. If THERAPISTS 
you want to make progress send for OCCUPATIONAL 
an Aznoe’s application form and full THERAPISTS 
particulars. There will be no obliga- MEDICAL 
tion or expense incurred by asking SECRETARIES 
for this information. HISTORIANS 
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CENTRAL REGISTRY FOR NURSES AND PHYSICIANS’ EXCHANGE 
SUITE 820-828, 30 NORTH MICHIGAN AVENUE CHICAGO, U. S. A. 




















Did you say— 
“Sharp points cut needle 
consumption?” 
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Y an Yes, I said— 

7 “Sharp points 
cut needle 
consumption.” 





VIM 


HYPO NEEDLE POINT 





That’s why I specify VIM—the needle with 
the long-lasting sharp point. VIMS cut our 
needle consumption 66%; cut our costs over 
16%. Because VIM is made from stainless 
cutlery steel which means . . . Firth-Brearley 











MacGREGOR INSTRUMENT COMPANY, Needham, Massachusetts, U. S. A. 


stainless steel. You need steel for sharpness 
. cutlery steel for long-lasting sharpness. 
Write VIM on the order. Get needles that 
are sharp—stay sharp. They’Il save you money. 
—cut your needle consumption remarkably. 


Made from Firth-Brearley Cutlery Steel 
“The ‘Sterling’ of Stainless Steels” 
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foreign sterilizer manufacturers are able to pro- 
duce this equipment. This, of course, places an 
added burden upon our own manufacturers. None 
of our sterilizer manufacturers may apply a 
priority rating to any civilian needs. This, un- 
fortunately, definitely means hospitals. March 3 
of this year was the last date that the delivery 
of any machine tool could be made by any manu- 
facturer thereof without a priority rating, which, 
simply stated, means that unless the company 
requesting a certain lathe, drill press, milling 
machine, etc., is engaged in the manufacture of 
materials or equipment for the Army or Navy or 
any other defense need, it will not get the machine 
even if ordered many months before. 


Steel plates are much in demand and here, too, 
a priority rating must be presented to obtain 
delivery, although there has been no such re- 
striction as in the case of machine tools. In 
other words, certain types and kinds of steel 
plates and sheets have been allocated to civilian 
business. Even the matter of small drills, files, 
and other minor tools and parts will be restricted 
since our capacity to produce them all is now and 
will be even more limited. 


Many concerns have anticipated their require- 
ments for this class of goods for many months 
to come but expanded production will use up 
these supplies much faster than was anticipated 
by the management. One Government order 
might very well tie up a firm in such a way that 
no hope could be entertained of supplying the 
civilian needs, except in part. As if these factors 
were not enough, we have the very real skilled 
labor shortage which, true enough, has developed 
in some localities more than others, but has de- 
veloped none the less. 


Here we have a situation where there is a pos- 
sibility that we will not be able to produce be- 
cause we have no material or we have no skilled 
labor, or we have difficulty in obtaining deliveries 
or necessary accessories. One sterilizer company 
may have to depend upon eighteen outside con- 
cerns for such things as the much needed elec- 
trical accessories, or it may be steam traps, cast- 
ings, or any one of dozens of other items. This 
job of defense and maintaining the position of 
“Arsenal for the Democracies” is not easy. Our 








manufacturing concerns must also fill the civilian 
needs. We must, therefore, all do our part. 


Plan for Future Needs 


There is a solution to the problem. It can be 
truthfully said that in many instances we, in the 
hospital field, do not properly plan our future 
needs, indeed, even the current ones. Many times 
we are hard pressed for budgetary reasons and 
we put off until tomorrow what we know we 
should do today. We are perhaps prone to ask 
for delivery of such an item as a sterilizer a few 
days after we have placed the order, when we 
know full well that we should have planned ahead 
a little further. 


From now on, until, we know not when, we 
must plan. These are critical times and we must 
plan with this fact in mind. If your board is 
inclined to procrastinate, present them with the 
facts. If you, the reader, know that you are 
going to need a sterilizer next year, plan it and 
place at least a tentative order with your supplier. 
If it is humanly possible, give the manufacturer 
the chance to plan for that sterilizer as well as 
the many others he must make. Give him the 
blue-prints of the location. If you do not have 
them yet go out and get them, so that in the end 
you may save your hospital later trouble and 
expense. If you are not planning on sterilizer 
equipment, you can still do your part. Take care 
of the equipment you now have. Have it checked 
periodically and you will find that it will pay 
dividends way beyond the cost to the hospital. 
Replace all worn parts. Train your nurses to the 
job of reporting all minor difficulties and then 
repair them at once. 


It must not be inferred from this article that 
we wish to cry “wolf.” It is only to warn all 
hospitals that we are faced with a critical period 
in our history and that we must plan for it and 
plan well. We must attempt to anticipate much 
farther ahead than we have ever been called upon 
to do before. There is no doubt but that the 
passage of the Lend-Lease Bill will definitely boost 
production to a point never before attained in our 
history as a nation. It is our patriotic duty first 
to our country and next to our individual hos- 
pitals to plan intelligently and sanely. It is our 
duty to be patient with delays. 
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COMPLETE 


PUBLICITY 


Our publicity service fulfills the 
needs of both small and large 
hospitals with a wide assortment 
of — 






Posters 
Publicity Rack and Folders 
Invitation Post Cards 
Movie Film Trailers 
Gummed Stickers 
Newspaper Mats 

Birth Certificates 

Pencils 

New Letterheads 

Tray Folders 

Souvenir Memo Pads 
Hospital Day Pageant 


WRITE now for complete 
information on Hospital Day 
Publicity. 





PHYSICIANS’ RECORD CO. 


The Largest Publishers of 
Hospital and Medical Records 


161 W. Harrison Street Chicago, Ill. 
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Fisherman's 
Prayer 


"O Lord, give me a fish so 
big, I'll never have to lie 
about it.” 


In advertising did you ever 
notice that the manufac- 
turer with the best product 
says the least about it? 


The product speaks for it- 
self. 
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You quite rightly seek, in the directors chosen for 






your hospital campaign, experience in managing 







fundraising efforts for other hospitals; familiarity 
















with the problems peculiar to hospitals under such 
circumstances. 

We think you're still better served if, with that 
direct hospital campaign record, they combine ex- 
perience in a broad variety of campaigns. If the 
director knows his hospital financing problems, it’s 
well if he has also worked with the types of citizens 
most active in the Chest, the Chamber, the Y.M.C.A., 
and other institutions, civic, business, and political. 


If he knows their reactions, talks their language, 





he’s better equipped to interest them in the hospital 
effort and to work with them in it. And, of course, 
when campaign time comes, the hospital needs many 


| 
| 
such a reinforcement. 


Ketchum, Ine. 


2000 KOPPERS BUILDING 
PITTSBURGH, PENNSYLVANIA 


Charter Member, American Association of Fund-raising Counsel 
. . committed to uniformly high ethical standards in the financing __ | 
of philanthropic institutions 











News Notes of Interest to the Hospital Field 


Agnes Clancy, supervising nurse in the San 
Luis Obispo County Health Department, Califor- 
nia, has been named superintendent-manager of 
three hospitals—San Luis General Hospital of San 
cadero, and San Luis Obispo Tuberculosis Sani- 


tarium of San Luis Obispo, effective March 1. 
———_<————— 


Mabel Cook is superintendent of the Morgan 
County Memorial Hospital, Martinsville, Indiana. 
Miss Cook succeeds Maude M. Woodward, R.N., 
who resigned to become superintendent of the 
Putnam County Hospital, Greencastle, Indiana. 

ins 

Major Charles Crane, architect for the Com- 
monwealth Fund, New York City, has been called 
to active duty in the Army and is serving with 
the Coast Artillery at Fort Hamilton, New York, 
on the staff of the general commanding the Har- 
bor Defenses of New York City. 


a 

Dr. Oliver Perry Daly, now superintendent of 
the Lafayette Charity Hospital, Lafayette, Louis- 
iana, has been appointed superintendent of the 
new Charity Hospital, New Orleans, Louisiana. 

etitililtinttnece 

Dr. Bardwell H. Flower has accepted the ap- 
pointment as superintendent of Worcester State 
Hospital, Worcester, Massachusetts. Dr. Flower 
succeeds Dr. William A. Bryan who left last year 
to become superintendent of Norwich State Hos- 
pital, Norwich, Connecticut. Dr. Walter E. Barton, 
assistant superintendent, who has been acting 
superintendent since Dr. Bryan left, will remain 


as assistant superintendent. 
——___—_ 


Mrs. J. M. Fuller was named acting superin- 
tendent of the Douglas County Jarman Hospital, 
Tuscola, Illinois, following the resignation of Mrs. 


Esther Rogers Anderson, R.N., as superintendent. 
—p—__—_. 


Genevieve Greene, assistant superintendent 
and night supervisor of Greater Community Hos- 
pital, Creston, Iowa, was recently appointed su- 
perintendent of that institution, succeeding 
Beatrice Hart, who resigned. 

nents 

Dr. May S. Holmes, who has been superin- 
tendent of Belmont Hospital, Worcester, Massa- 
chusetts, for forty-four years, will retire on May 
19. Dr. Holmes has seen the hospital grow from 
an institution of two pavilions for scarlet fever 


122 


and diphtheria and an administrative building to 


a group of ten buildings. 
—_—__— 


Mrs. Margaret House has assumed her duties 
as superintendent of the Eliza Coffee Memorial 


Hospital, Florence, Alabama. 
——— 


Mrs. Alma Houston, formerly superintendent of 
Dickson Memorial Hospital, Paragould, Arkan- 
sas, has assumed her duties as superintendent of 
the new Pressnell Hospital now under construc- 
tion at Kennett, Missouri. 

sea danadiieaiRiis 

F. E. Kassner succeeded Albert H. Scheidt as 
associate director of Michael Reese Hospital, Chi- 
cago. Mr. Kassner had been assistant director 
of comptroller of Michael Reese for eleven years. 

ssiilaalletainaiias 

Mrs. Kathryn Kennedy succeeded Pearl J. Hyl- 
ton, R.N., as superintendent of the Pawating Hos- 
pital, Niles, Michigan. 

icnspilibitesiataesi 

Mary L. Margerum has resigned as superin- 
tendent of the Calumet Public Memorial Hospital, 
Calumet, Michigan, to become superintendent of 
the Ossining General Hospital, Ossining, New 
York. 


nee 

Mrs. Edythe D. Merritt has resigned as superin- 
tendent of the Mary Lanning Memorial Hospital, 
Hastings, Nebraska. Augusta V. Christiansen 
from Great Falls, Montana, has been appointed to 


succeed Mrs. Merritt. 
———< 


Frederick J. Mocker has been made assistant 
administrator of Evangelical Deaconess Home and 


Hospital, St. Louis, Missouri. 
———_—___ 
Dr. Everett Morris, who has been medical direc- 


tor of the Wish-I-Ah Sanatorium, Auberry, Cali- 
fornia, since its opening in 1929, has resigned, 
effective March 15. 
secretes 
Mary Z. Neaman, R.N., has resigned as superin- 
tendent of the Lima Memorial Hospital, Lima, 
Ohio. 


spuiniiatiliaaeaiiais 

Nell C. Peters resigned as superintendent of the 
Altoona Hospital, Altoona, Pennsylvania, effective 
March 15. Miss Peters has been associated with 
the Altoona Hospital for the past thirty years, 
having served as superintendent for the past 
seventeen years. 
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OUR HEADWORK SAVES YOU FOOTWORK 


WE THOUGHT and thought of ways to make Septisol 
Dispensers—the best dispensers of them all—still better. 
After countless experiments, our efforts were rewarded—the 
new feather touch foot control puts the new, improved Septisol 
Dispensers in a class by themselves. By far the best, most 
practical, and most economical dispensers on the market. 


The New Improved 
SEPTISOL DISPENSERS 


1 Control Valve. This simple regulating device controls the flow of soap, 
ranging from a few drops to a full ounce. This exclusive feature elimi- 
nates waste. 


2 Combination spout swivel device and filler plug permits spout to swing 
Wall Type has from left to right. Removable to permit easy filling. 
pay sone i. 3 Horizontal Dispensing spout cuts down overall height—eliminates 
modernly styled dripping. 
basedemanded PF" 4 New Foot Operated Feather Touch Pedal. No springs. No washers. 
PAs m S dern | | No moving parts—nothing to wear out. You'll like this. 

ospitals. 





SEPTISOL SURGICAL SOAP 


is scientifically prepared from pure Olive Oil, Cochin 
The New Improved Septieol Dis- Cocoanut Oil, and other fine vegetable oils. Made es- 
pensers are furnished in three pecially for scrub-up rooms. Gives a thick, creamy lather. 
models—Double Portable, Single Helps eliminate danger of infection and roughness that 
Portable and Wall Type. All have comes from use of harsh, irritating soaps. 

the new feather touch foot control. 


VESTAL CHEMICAL LABORATORIES, INC. 


§T. LOUIS neW VORK 

















NO WONDER 3L-4ve,2 GELATINE DESSERTS 
ARE STEADILY GROWING IN POPULARITY! 


You'll score instantly by serving 
sparkling Edelweiss cherry gela- 
tine dessert, or any of the fifteen 
exquisite flavors. Imagine how 
such unusual flavors as banana, 
ginger ale, mint or apricot will 
tickle your patrons’ palates! Vis- 
ualize the colorful salads you 
can make! Consider what it 


means to be able to make at Cx A ' \ EX | | \ 


least an extra quart from the 
QUALITY FOODS 
(883 


gallon size! 


CHICAGO + DALLAS »- BROOKLYN 


hl il © 1941 JOHN SEXTON & CO. 
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fe 
Edward Rowlands has assumed his duties as su- 
perintendent of Christian Welfare Hospital, East 
St. Louis, Illinois, succeeding the late Anna M. 
Holtman. Mr. Rowlands was formerly assistant 
superintendent of Wesley Memorial Hospital, 


Chicago. 
—_—_—__— 


Sister M. Seraphia, superintendent of St. Agnes 


Hospital, Fond du Lac, Wisconsin, for the past © 


twenty-five years, left that institution to become 
head of the Thomas County Hospital, Colby, 
Kansas. Sister M. Sebastian will succeed Sister 
Seraphia as superintendent of St. Agnes Hospital. 
octal iia 
Arthur B. Solon, who was acting superintendent 
of the Wisconsin State General Hospital, Madison, 
Wisconsin, has assumed his duties as superintend- 
ent of the Mount Vernon Hospital, Mount Vernon, 
New York. Mr. Solon succeeds Mary A. Land, 
who retired. 
ee ee 
Vesta L. Swartz has succeeded Ella Mae Doty 
as superintendent of the Appalachian Hospital, 
Johnson City, Tennessee. Miss Doty resigned to 
accept a position at the Protestant Hospital in 


Nashville, Tennessee. 
> 
Margaret M. Watson, R.N., has resigned as 
superintendent of the Benedict Memorial Hospital, 


Ballston Spa, New York. 
cadena 
J. L. Williams has been appointed superinten- 
dent of the Chippewa County War Memorial Hos- 
pital, Sault Ste. Marie, Michigan. Mrs. Janet 
Larson was acting superintendent after Frederic 


W. Brouitt’s resignation. 
—_—_——p——_ 


Lillian G. Williams, R.N., has tendered her res- 
ignation as superintendent of Laconia Hospital, 
Laconia, New Hampshire. 

a ELE 

Ellen P. Young, superintendent of nurses of the 

Memorial Hospital, Albany, New York, has been 


appointed superintendent of that institution. 
—_—_——_—__—_ 
Hazel A. Zovitch has been appointed superin- 


tendent of the Denison City Hospital, Denison 
City, Texas, succeeding Mrs. Emily McMasters, 


who resigned. 
—__<>—_——_- 
Stamford, Connecticut—Ground was broken on 


March 19 for the new seventy-five bed Hospital 
of St. Joseph, Stamford, Connecticut. The archi- 
tect is Raphael Hume and the consultant is 
Charles F. Neergaard. 
ON Ee 

Stamford, Connecticut—The new addition to 
the private pavilion of Stamford Hospital, Stam- 
ford, Connecticut, which was constructed at a cost 
of $93,000, has been completed and is now in 
operation. George F. Sauer, superintendent of 
the hospital, advises that the new addition will 
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raise the total of private rooms in the hospita’ to 
sixty-four. 


———— 
Albany, Georgia—Plans are being considered 
for the construction of a new and larger hospital 


in Albany, Georgia. 
—_——f-—— 


Athens, Georgia—Work has started on the ew 
four-story infirmary for the University of Georvia, 
Athens, Georgia. The new building will cost 
$79,000 and will have a capacity of about fifty 


beds. 
cotati Seis 
Gracewood, Georgia—The new $90,000 hospital 
at the Georgia Training School near Gracewood, 
Georgia, was opened recently. The new hospital 
provides facilities for the treatment of fifty 


patients. 
—@—— 


Quitman, Georgia—A trust fund of $50,000 
has been created for the Brooks County Hospital, 
Quitman, Georgia, by Samuel S. Rountree. The 
income is to be disbursed entirely for care of 
charity patients. 


= oe 
Tifton, Georgia—The new Tift County Hospital 
at Tifton, Georgia, has been completed and is 
open for the reception of patients. 
aE SF sta 
Carrollton, Illinois—Contract has been let for 
the erection of the Thomas H. Boyd Memorial 
Hospital, Carrollton, Illinois. It will be a brick 
building with accommodations for twenty-five 


patients. 
—_<——————. 


La Salle, Illinois—The new $50,000 addition to 
St. Mary’s Hospital, La Salle, Illinois, was formally 
opened recently. 


a ee 

Lincoin, Illinois—Plans have been drawn for a 
new unit for the Evangelical Deaconess Hospital, 
Lincoln, Illinois. The new unit will provide for a 
fifty per cent increase in the bed capacity of the 


institution. 
—_~<__—_—_ 


South Chicago, Illinois— The South Chicago 
Community Hospital, South Chicago, Illinois, has 
approved plans for the construction of a new 100- 


bed unit. 
—_—_—_<>——_—__ 
Fort Wayne, Indiana—The Lutheran and St. 


Joseph Hospitals of Fort Wayne, Indiana, will 
each receive $20,000 under the will of the late 


James M. Hamilton. 
—_—_g———_—_. 


Atchison, Kansas—The new addition to the 
Atchison Hospital, Atchison, Kansas, increasing 
the capacity from thirty-two to forty-eight beds, 
is now ready for occupancy, and the old building 
is being remodeled. 


—_—_<—_—__ 
Colby, Kansas—The new Thomas County Hos- 
pital, Colby, Kansas, will be dedicated on June 
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RATES: 


CLASSIFIED ADVERTISEMENTS 


Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 





number of 5 words. All answers to keyed advertisements will be forwarded. Classified advertising copy 
must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue 
Commercial announcements accepted at the same rate. Remittance must accompany classified advertisements. 





CONSULTANTS 





CHARLES S. PITCHER. F.A.C.H.A., Hospital Consultant 
Philadelphia, Pennsylvania Rome, Pennsylvania 
Tel. Stevenson 1135 Tel. Rome 34F111 





REPRESENTATIVE WANTED 





WELL KNOWN SOAP AND CHEMICAL MANUFACTURER 
is interested in the services of an experienced salesman 
to contact the hospital and institutional trade. Must have 
a definite acquaintance and following. References and 
bond required. Address Director of Personnel, Post Office 
Box No. 96, Station 1, Cincinnati, Ohio. 





POSITIONS WANTED 





AMERICAN HOSPITAL BUREAU (Agency) 
1825 Empire State Building 
New York City 


Charlotte M. Powell, R.N., Owner-Director 
Specializing in Superior Personnel 


ALL MEMBERS of our organization are—or have been— 
Executives in Hospitals or Schools of Nursing and are 
keenly interested in the intelligent placement of a supe- 
rior type of personnel. 


AS WE charge no registration fee, our service can be a se- 
lective one and applicants are registered on the basis of 
Training, Experience and Personal Characteristics only. 
All information is carefully verified. 


WHETHER YOU are an Executive Officer seeking desirable 
personnel, or a member of the staff wishing to secure a 
more important position write to us and let us help you 
to find what you want. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


tADIOLOGIST—Young physician available for position as 
radiologist; following internship served residency in sur- 
gery; now completing five years’ training in radiology 
with emphasis on — ‘work; diplomate American 
Board of Radiology. H4-7 


PATHOLOGIST—Diplomate pn Board; degree east- 
ern schools; eight years, director clinical laboratories, 
fairly large ‘hospital. H4-8. 


ADMINISTRA TOR—Well- trained physician; in addition to 
science and medical degrees has master’s in business ad- 
ministration; interesting record of successful adminis- 
trative experience; F.A.C.H.A. H4-9. 


ADMINISTRATOR—Young layman, well-trained in admin-— 
istration; B.S. degree in business administration; two 
years’ training in administration; seven years, assistant 
superintendent, university hospital. H4-10. 


DIRECTOR OF Fi agg = oe pg vo of eastern training 
school; B.S., , Columbia; four years, science instruc- 
tor and poet mre superintendent of nurses, fairly large 
gaa _ years, principal of nurses, 250-bed institu- 

on - 


SUPE RVISOR—Thoroughly experienced operating room su- 
pervisor; two years’ college training; excellently trained 
in operating room technique; has been in present position 
thirteen years, supervising busy operating room theatre, 
360-bed hospital. H4-12, 


"“CHNICIAN—Year’s training in x-ray; university hospital; 
Hae, years, x-ray technician small private hospital. 


‘TITIAN—B.S., state university; served dietetic internship 
n teaching hospital; four years, administrative dietitian, 
300-bed hosptal; three sky metabolic dietitian, uni- 

ersity teaching center. H4-14. 





POSITIONS OPEN 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


ADMINISTRATORS—(a) General hospital; approximately 
180 ward beds, and 90 semi-private and private; in addi- 
tion, hospital conducts clinics and convalescent home: 
home for administrator provided on grounds of hospital 
proper. (b) General hospital averaging more than 200 
patients; interesting plans for expansion; West. (c) 
Assistant medical administrator; hospital administrative 
training unnecessary; knowledge of business advan-— 
tageous; university hospital. (d) Young administrator, 
well trained and with some experience, to assist super- 
intendent planning retirement within year or two; mu- 
nicipally owned general hospital; approximately 200 
beds; university town. H4-1. 


NURSE EXECUTIVES—(a) Director of nurses; excellent 
hospital of about 200 beds, near New York City; degree 
required; staff includes assistant director and two _ in- 
structors. (b) Director of nurses; fully approved 200- 
bed hospital; mature woman who has proved her execu- 
tive ability; Pacific Northwest. (c) Director of nurses; 
school limited to 60 students; splendid staff of assistants: 
desirable midwestern location. (d) Director, school of 
nursing; large university hospital; $3,000, maintenance. 
(e) Student health department of state college; duties 
consist of teaching on campus and giving extension 
courses; capable nurse administrator required; consider- 
able traveling involved; West. H4-2. 


ANESTHETISTS—(a) One of California’s leading municipal 
institutions; somewhat isolated location in the foothills 
of mountains, but most attractive for one interested in 
out-of-doors; ideal climate; $115-$135, complete mainte- 
nance. (b) Fairly large hospital less than an hour’s 
ride from municipal New York,-but located in New Jer- 
sey; $125, maintenance. H4-4, 


INSTRUCTORS—(a) Science; one of California’s leading 
schools; excellent teaching facilities; may live away from 
institution if preferred; degree required; $150, mainte- 
nance. (b) Assistant instructor; degree required, experi- 
ence unnecessary; large teaching hospital; midwest. (c) 
Clinical teaching supervisor and science instructor; small 
private hospital; Pennsylvania. (d) Nursing arts instruc- 
tor; Wisconsin: September 1; $125, maintenance. (e) 
Nursing arts; fairly large school; minimum educational 
_— of all students; year of college; California. 


SUPERVISORS—(a) Operating room supervisor; department 
consisting of eight rooms on one floor: department splen- 
didly squipped; yearly surgical procedures approximately 
5.000: amrle number of assistants; no night work; out- 
standing group of surgeons; at least $125, complete main- 
tenance; large teaching hospital. (b) Pediatric; imme- 
diate vacancy in 500-bed hospital; $90, maintenance. with 
early inerceases; midwestern metropolis. (c) Delivery 
room; fairly large hospital; $110, including meals, laun- 
dry; California. 





INTERSTATE HOSPITAL AND NURSES BUREAU 
Mary E. Surbray, R.N., Director 
332 Bulkley Building 
Cleveland, Ohio 


SUPERINTENDENT: Graduate nurse; experienced in hos- 
pital administration. 140-bed general hospital, school 
for nurses. Desirable connection. 

DIRECTOR OF NURSES: College graduate, experienced in 
Psychiatric Nursing. State mental hospital, eastern 
states. Salary open. 

SUPERINTENDENT OF NURSES: Degree preferred. 135- 
bed Sisters’ hospital, near Philadelphia. New nurses’ 
home. (b) 150-bed western hospital, school for nurses. 

ASSISTANT DIRECTOR OF NURSES: College women: 
excellent opportunities, general hospitals in Maine, New 
Jersey,’ Pennsylvania, Ohio, Michigan. 

INSTRUCTORS: Science, Nursing Arts, clinical instructors; 
mid-western, eastern and southern states. 

ee LIBRARIAN: Experienced. 200-bed eastern hos- 
pital. 
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